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Precedents 


L, May 1987, at the Fifth International Women and Health 
Meeting (IWHM), the decision was taken to start the Campaign to prevent Maternal 
Mortality and Morbidity. At the Members meeting of the Women’s Global Network 
for Reproductive Rights, which took place on May 28, this day was chosen as the 
International Day of Action for Women’s Health. 
The Women’s groups the world over have responded enthusiastically, seeing this as 
an opportunity and credible tool to highlight various related aspects namely teenage 
pregnancy, abortion, and reproductive morbidity and mortality. These groups with 
different ideologies, social and ethnic backgrounds, adopting different Strategies have 
taken actions such as internal discussions, public rallies, demonstrations, seminars, 
lobbying and campaign with Governments and responsible persons for improving 
conditions necessary for the health of women. 


It was decided by the Women’s Global Network for Reproductive Rights (CO) to 
evaluate the impact of these international campaigns, region by region. In this regard, 
Martha de la Fuente, the Coordinator for MMM campaigns at the Coordination Office 
(CO), Amsterdam had paid a visit in September 1995 to Ahmedabad to meet informally 
with Pallavi of CHETNA and Daisy of PREPARE to plan for a South Asian Meeting 
inviting from Nepal, Bangladesh, Pakistan, Sri Lanka and India a core group of women 
involved in Maternal health, some of whom have participated in these campaigns. It 
was decided to hold this workshop in South India. A list of women participants and 
health activists were jointly selected. The planning of the sessions, invitations and 
implementation were done by consultation with each other. While CHETNA did most 
of the preparatory work such as contacting the invitees, printing, putting together the 
literature, PREPARE took the responsibility of the physical planning of the workshop 
at Bangalore. WGNRR (CO) provided the overall coordination, mailing some material, 
inviting a resource person from the African consultation recently held, and sponsored 
the costs of the meeting. | 


The meeting/workshop was a grand success in that it provided a platform for analyzing 
the status of Maternal health in the region and the extent to which the MMM campaigns 
have enthused, motivated and helped the individual groups to take up specific actions. 
As such meetings often do, it charged each of us with fresh energy and direction to 
continue our efforts. Ammu Joseph has brought out an excellent report on the meeting. 


We wish to thank all our sisters who have made this meeting an enriching experience. 


Daisy Dharmaraj 
PREPARE 
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Introduction 


Bice Women’s Global Network for Reproductive Rights 
(WGNRR) describes itself as an “autonomous network of groups and individuals in 
every continent who are working for and support reproductive rights for women.” 
Based in Amsterdam, The Netherlands, the WGNRR has been coordinating an inter- 
national Campaign on Maternal Mortality and Morbidity (MMM) since 1988. Apart 
from dissemination of information relating to MMM, the campaign involves an 
International Day of Action for Women’s Health on 28 May every year. 


Over the years, more and more women’s groups and health groups in different parts 
of the world have joined in this coordinated effort to put women’s health on national 
and international agendas through independently conceived and organised activities 
highlighting specific issues relating to women’s health in general and MMM in 
particular. 


Campaign Objectives 

The focus of the campaign each year is suggested by the WGNRR, which selects them 
on the basis of suggestions and reports from network members. In 1988, when the 
Campaign was launched, it focussed on maternal mortality per se. The next year, 
maternal morbidity was added to the theme. In 1990, the call was for the provision of 
better and accessible health services in order to prevent MMM. “Treatment with 
Dignity and Respect in the Health Services,” was the focus of the campaign in 1991. 
The central theme in 1992 was teenage pregnancies. In 1993, the campaign attempted 
to break the silence on illegal abortion, while in 1994 (on the eve of the United Nations’ 
International Conference on Population and Development in Cairo) it concentrated on 
the issue of safe and legal abortion. 


The campaign provides an opportunity for the global women’s health movement to 
lobby in a coordinated manner for: 


the acceptance of women’s right to health as a basic human right, 


the acknowledgement of women’s health as a priority prerequisite for human and social 
development, and 


the recognition of MMM as a grave public health problem. 


At the same time it enables groups in different parts of the world to focus attention on 
aspects of women’s health in general and campaign issues in particular that are 
especially relevant to local communities in the geographical areas and socio-economic, 
political and cultural environments in which they operate. 

That the campaign has had an impact in some parts of the world is evident from the 
fact that a number of governments have incorporated 28 May into their official 
calendars as a token of their recognition of the importance of women’s health. The 
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World Health Organisation (WHO) also uses this day to demonstrate its solidarity with 
groups working to promote women’s health. 


Evaluation Process 

After eight years of campaign efforts, the WGNRR has embarked on a process of 
reflection and evaluation with a view to learning from the past in order to plan for the 
future. As a first step, questionnaires were sent to network members in different regions 
seeking information on activities related to the campaign and their assessment of the 
impact of campaign-related activities at the local, national and regional levels as well 
as among different sections of society. 


The next step in the review process was to be the organisation of regional meetings to 
enable network members and others involved with women’s health to deliberate on 
priority issues relating to women’s health in the context of countries belonging a 
particular region. The first of these, for the African region, was held in October 1995 
in Nairobi, Kenya. The May 1996 meeting in Bangalore, India, for the South Asia 
region, was the second in the series. 


Meeting Objectives 
The objectives of the meeting, as spelt out by the organisers, were as follows: 


« To discuss the status and causes of MMM in South Asian countries 


» To share and review past efforts of individuals and groups in the region towards 
prevention of MMM 


In the middle: Shobha Goutam. 


@) 
WGNRR - Repor ASI 
NRK - Report on the Asian Region 


* To develop a regional perspective and plan of action for the women’s health movement 
in South Asia 


Participation 


Network members as well as others working on women’s health and related issues in 
Bangladesh, India, Nepal, Pakistan and Sri Lanka were invited to participate in the 
meeting. Unfortunately, no one from Pakistan was able to attend. Representation from 
the other four countries was as follows: 


Bangladesh 5) 
India 18 
Nepal 8 
Sri Lanka Z 


In addition, Martha de la Fuente representing the Amsterdam-based WGNRR, and 
Helen de Pinho of South Africa, who attended and wrote the report on the African 


regional meeting, participated in the meeting. The total number of participants was, 
therefore, 35. 


This document represents an attempt to pull together the varied threads of the 
wide-ranging discussions that took place at the Bangalore meeting so as to highlight 
the concerns and preoccupations of women’s health activists in the region in the context 
of the struggle against MMM. 
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SECTION 1 


The South Asian Context 


i countries of South Asia, with the exception of Sri Lanka, 
have the dubious distinction of having deplorably high rates of maternal mortality. 
Apart from African nations, the only countries with rates above the lowest in South 
Asia (besides Sri Lanka) are Bolivia, Haiti, Yemen, Afghanistan, Myanmar, Cambodia 
and Lao, according to the Human Development Report - 1996 (HDR-96) brought out 
by the United Nations Development Programme (UNDP). 


The HDR-96 pegs the maternal mortality rates (per 100,000 live births) in South Asian 
countries in 1993 as follows: 


Bhutan 1600 
Nepal 1500 
Bangladesh 850 
India 570 
Pakistan 340 
Sri Lanka 140 
Maldives unavailable 


There is, therefore, no doubt that maternal mortality is an extremely serious problem — 
in the region. In fact, complications arising from pregnancy and childbirth are believed 
to be the leading cause of death among women in most parts of South Asia. 


Adverse Sex Ratio 


The high MMR prevalent in the region reflects, among other things, the poor status of 
women in the countries of this region, of which the most glaring evidence lies in the 
adverse female-male sex ratio characteristic of most of them. 


In India, for example, the 1991 Census registered a sex ratio of 929 women per 1000 
men; this means that 22.5 million Indian women are currently “missing.” While only 
one Indian state boasts a sex ratio conforming with the norm in most parts of the world 


(Kerala: 1032), in some states the ratio goes well below 900 (Uttar Pradesh: 885, 
Punjab: 878, Haryana: 870). 


Among the causes of this adverse sex ratio and the consequences of women’s low status 
in South Asian societies are factors such as lower life expectancy as well as higher 
mortality and morbidity rates (than those of males) at virtually all stages of the life 
cycle, from infancy till well past the peak reproductive period. Most female deaths in 


the region are not only preventable but caused — directly or indirectly — by gender- 
based discrimination and oppression. 
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Gender-based Discrimination 


Apart from active and passive neglect in the areas of nutrition and healthcare, practices 
like female infanticide and modern innnovations such as pre-natal sex determination 
and female foeticide lead to high female infant and under-five mortality rates. 


In India, for example, it is estimated that approximately 12 million girls are born every 
year. Of these, 1.5 million reportedly die before their first birthdays and another 
850,000 before their fifth birthdays. Only nine million survive till the age of 15. 


The situation of girls above 15 continues to be grim. Indian women apparently have a 
one in 18 chance of dying during pregnancy and childbirth: more deaths due to 
pregnancy and childbirth occur in India in one week than in all of Europe in one year: 
the total number of casualties due to pregnancy and childbirth-related complications 
occurring on a single day in India is more than that recorded in one month in the entire 
developed world. 


The situation is likely to be similar, if not worse, in other South Asian countries, barring 
Sri Lanka and, possibly, Pakistan. Further, under-reporting and under-recording prob- 
ably conceal the actual number of maternal deaths in all the nations of the region. 


The factors that lead to the unacceptably high rates of female mortality and morbidity 
in general and MMM in particular in South Asia are rooted in the social, economic, 
cultural and political environments that prevail in the countries of the region. The 
country-wise presentations summarised later in this report reveal that South Asian 
nations share many common characteristics and problems in the context of women’s 
health. 


Nutritional Status 

For instance, poor nutritional status — with its concomitant problems of low body 
weight and height, inadequate weight gain during pregnancy and low haemoglobin 
levels — is one of the primary underlying causes of MMM in most countries of the 
region. While widespread poverty is responsible for chronic malnutrition among both 
men and women belonging to the lower socio-economic Strata, gender bias in intra- 
family allocation of food, division of labour and access to healthcare results in higher 
levels of under-nutrition among girls and women. 

Contributing 53 per cent of all hours worked, women in India (for example) require 
an estimated average of 2200 calories per day but their average daily nutritional intake 
is only 1400. An estimated 70 per cent of Indian women is anaemic, as a result of which 
they suffer from perpetual fatigue which, in turn, is exacerbated by inadequate nutrition 
and their heavy burden of work both inside and outside the home. In their weakened 
condition, they are vulnerable to disease and less likely to be able to fight illness. 


To make matters worse, their access to healthcare is poor not only due to the 
non-availability, inappropriateness and/or insensitivity of services, but also because of 
their unceasing work and, most significantly, the devaluation of the female gender 
which makes families and women themselves ignore their health needs as far as 
possible. 


Anaemia 

Anaemia, clearly linked to malnourishment, is also a major cause of maternal mortality 
in India, with approximately 60-70 per cent of pregnant women suffering from the 
condition and about 15-30 per cent of all maternal deaths traced to it. Malnourished 
and anaemic women are more susceptible to miscarriages and still-births (which 
generally means that they have to go through extra pregnancies in order to deliver the 
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desired number of live babies) as well as to excessive bleeding and infections. Clearly 
anaemia renders excessive bleeding particularly life-threatening. 

In addition, anaemic mothers tend to have under-nourished and anaemic babies. About 
30 per cent of newborn children in India suffer from anaemia and, particularly if they 
are girls, they are likely to remain anaemic throughout their lives — thus continuing 
the vicious circle. 


So, among the non-medical factors leading to maternal deaths in the region are: 
inadequate health services, lack of control over fertility, overwork (within and outside 
the home), inadequate nutrition, poverty, lack of clean water, housing and education, 
and discriminatory attitudes and practices in the family and society. 


Medical Factors 

According to Shireen J. Jejeebhoy and Saumya Rama Rao*, anaemia, haemorrhage, 
sepsis, toxaemia and abortion — in that order — were the medical conditions account- 
ing for the large majority of all maternal deaths in India (and possibly the region) during 
the 1980s. Infective diseases, which become exacerbated and life-threatening during 
pregnancy, accounted for another large proportion of maternal deaths in India, with 
infective hepatitis and gastro-enteric diseases causing a significant percentage of such 
deaths. (* in “Women’s Health in India: Risk and Vulnerability,” edited by Monica 
Das Gupta, Lincoln Chen and T.N.. Krishnan, Oxford University Press, 1995) 


Complex Problem 

Clearly, improvements in healthcare and family planning services as well as water 
supply and sanitation are critical if the MMM situation in the region is to improve. 
However, equally crucial are improvements in women’s social and economic status, 
nutrition and education. As the chapter on “Women and Health,” in the report on the 
State of India’s Health states, “...The high rate of maternal mortality in India does not 
merely reflect the abysmal conditions of services which are supposed to ensure safe 
childbirth and care during pregnancy. It indicates as much the chronic neglect of 
women from childhood and the pressures on them. It is linked as much to nutritional — 
status as to literacy, age at marriage and birth spacing. The greatest tragedy of all 
maternal deaths is the fact that most such deaths are preventable.” 


10 | 
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SECTION 2 


The Evaluation Meeting 


Participants from four South Asian nations met in Bangalore from 13 to 
15 May 1996 in order to reflect on the status of women’s health in the 
region and review the international campaign against maternal mortality 
and morbidity initiated by the WGNRR. 

Since most participants arrived at the venue the day before the the 
meeting was scheduled to begin, they participated in an introductory 
Session the previous evening, Sharing with each other details about 
themselves and their work. 

During the inaugural session on the first day, Pallavi Patel of CHETNA 
welcomed the participants and invited them to join in a symbolic floral 
ritual to mark the opening of the meeting. 


Selvy Thiruchandran, Makhduma Nargis. 
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Contextualising Maternal Mortality & Morbidity 
in South Asia 


Aw first working session began with a keynote address by Dr. 
Imrana Quadeer (Chairperson, Department of Community Medicine, Jawaharlal Ne- 
hru University, New Delhi) who placed the urgent problems related to MMM within 
the wider context of the overall health status of the peoples of South Asia and the health 
systems in operation in countries of the region. 


The following is a summary of the points made in the keynote address: 


In the hurry to enter the 21st Century, many people lay stress on diseases of transition 
and modernity, forgetting that in our region we still live with the remnants of 19th 
Century diseases and health problems, which have been controlled and overcome in 
many other parts of the world. 


Pointers for Intervention 


The WGNRR’s efforts to focus attention on specific issues through campaigns have 
yielded some valuable insights: 


One is the need for women’s groups to inform themselves and articulate clear positions 
on the population question instead of rejecting the issue out of hand, as some do. The 
latter option renders women’s groups vulnerable to charges of ignorance and obscur- 
antism. In addition, it reduces the space for debate which could lead to a reinterpretation — 
of notions of population and a reframing of related plans, policies and programmes. 
With regard to MMM, it is important to be clear about our own understanding of and 
approach to the problem because many others (like the World Bank, for example), who 


may not share our ideology and objectives, are also ostensibly involved in efforts to 
reduce MMRs. 


The second is the need for women’s groups to define their own visions of development 
instead of accepting aid and technology from developed nations as the only available 
and viable option. No technology is value-free; each technology is the product of 
specific social, economic and political processes and, therefore, not necessarily uni- 


versal in its applicability. This must also be kept in mind while planning interventions 
to prevent MMM. 


Philosophical Underpinnings 


The overall perspective of the presentation is founded on three principles: 


Health must be seen as an outcome of the economic, social and political realities 


with which people live and not merely as a bio-medical issue which can be handled 
through good practice of medicine 


Women must be viewed as working persons with intellectual and productive 
capacities through which they contribute to society 


and not merely as reproductive 
machines 
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~ Women’s health must be looked at ina holistic and integrated manner and not in a 
fragmented, organ-specific fashion 


Questioning Health Hierarchies 


It is important to examine the relationship between mortality, morbidity and reproduc- 
tive health. Over the years there has been a shift in emphasis from maternal and child 
health to reproductive health. Mortality has also been prioritised without addressing 
the morbidities that eventually lead to mortality and which cause immense lifelong 
suffering that can possibly be avoided with an integrated approach through primary 
health care. Instead, today, the stress is on reproductive health, particularly on selective 
interventions which primarily strengthen the family planning programme. The promo- 
tion of the notion of “culture of silence” also serves to obscure women’s Struggles to 
improve their situation and create a better world. Instead of listening to women’s own 
articulation of their real needs, mediators assume the responsibility of interpreting their 
needs for them. 

It is necessary to address the question of whether maternal mortality is the most 
important health hazard experienced by women. In this region at least, communicable 
diseases — controlled in other parts of the world — continue to be the main killers, 
Causing 47 per cent of deaths in the 0-14 age group, 24 per cent of deaths in the 15-44 
age group and 28 per cent of deaths in the 45+ age group. While 2.5 per cent of women’s 
deaths is due to pregnancy and childbirth-related causes, 50 per cent is due to 
communicable diseases. 


Another problem is that by concentrating exclusively on MMM, women outside the 
reproductive age group — younger girls and older women — tend to get left out. Is it 
possible to really address MMM without taking into consideration the health status of 
girls in the preparatory years? Is it fair to focus on MMM and ignore the health 
problems of women who have crossed the reproductive years simply because they have 
already fulfilled their “social” responsibility? In the West, old age may begin at 70, 
but for women in our region it begins at 40. 

The time trends in causes of maternal mortality in India show that there has been 
Stagnation since the 1970s, despite claims regarding a functional primary healthcare 
system. While the overall MMR may have come down, thanks mainly to a reduction 
in deaths due to toxemias and sepsis, there has been a proportionate rise in deaths due 
to anaemia and haemorrhage. Since anaemia is possibly the simplest ailment to treat 
and basic emergency care can take care of haemorrhages, this rise reveals certain 
fundamental weaknesses in the healthcare system — particularly the paucity of basic 
maternal and child health services and the absence of secondary healthcare services. 
The growing, unregulated privatisation of healthcare services also has a potentially 
negative impact on women’s health. In this situation, the recorded decrease in deaths 
due to toxemias and sepsis may have more to do with changes outside of the healthcare 
system than with improvements within it. 


The State and Primary Healthcare 

In this context, the history of primary healthcare services is significant. Although India 
was a Signatory to the Alma Ata declaration, with its commitment to comprehensive 
primary healthcare, it has not fulfilled its promise and, now, with its acceptance of 
structural adjustment programmes and promotion of the globalisation process, the 
Indian state seems to have abdicated the responsibility it undertook in 1947, when it 
gained independence from colonial rule. 


In the initial years, over 50 per cent of the health budget was devoted to maternal and 
child healthcare but soon the MCH programme was not only overtaken by the family 
planning programme but became subservient to it, reduced to the role of carrot Vis a 
vis the population control stick. After the political debacle brought on in 1977 by 
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population control excesses during the Emergency period, there was talk of broadening 
MCH services. Child survival became the key issue and the promotion of immunisa- 
tion, oral rehydration therapy, etc., was pursued unilaterally, forgetting the need to 
ensure the survival of the mother. This is because the planning of health services is 
based on the perceived need to control population growth. 


Now the Indian state is in full retreat. Structural adjustment is leading to cuts in health 
sector investment. Instead of strengthening the existing primary healthcare infrastruc- 
ture and making community health centres more functional and effective — by 
providing supportive services such as emergency care and first level secondary care 
— the government, under the guidance of multilateral financial institutions, is handing 
over the responsibility for these services to private institutions. 


Women’s groups concerned about health issues and non-governmental organisations 
providing healthcare need to be aware of the politics of infrastructure building, to 
understand their relationship to existing infrastructure and to see how they can 
pressurise the system to function properly. This is essential for the prevention of MMM. 


The Economics of Women’s Ill Health 


While discussing malnutrition and anaemias, which are crucial issues in the context of 
MMM, it is impossible not to address the question of livelihoods, especially in relation 
to women’s employment, particularly in the context of developments in the agricultural 
and artisanal sectors. With structural adjustment, not only are more women being 
pushed into the unorganised or informal sector of employment, but those already there 
are in danger of being further marginalised as men who are being pushed out of the 
organised sector begin to enter the unorganised sector. Women’s right to livelihood is 
increasingly being threatened by the deskilling, displacement and under-employment 
brought on by current economic trends and technological inputs, especially in sectors 
like agriculture and fisheries. 


Apart from this women’s rights to livelihood and health are affected by the weakening 
of the public distribution system, the spiralling cost of living, etc., which are also 
characteristic of life under the new economic dispensation. Under these circumstances, 
it seems digressive to talk about reproductive health and empowerment that does not 
fully recognise their right to be human or their existence as citizens who are part of the 
production process. It seems as if the state is using these terms to underplay and 


undermine the real issues with respect to women’s health by officially redefining 
women’s needs. 


The Politics of MCH Services 


Since most countries of the region share a colonial past, it is worth learning lessons 
from the way in which Maternal and Child Health (MCH) services in India developed 
from the days of the British Raj. The history of the evolution of MCH in this country 
clearly shows how priorities are moulded to suit the state, the rulers and the elite classes. 


MCH services in India were initiated in 1885 by the Association for Mobilising Female 
Medical Aid for Indian Women, set up by the Dufferin Fund, a voluntary, autonomous 
body supported by the Queen, the Viceroy, etc. The British government did not invest 
in this endeavour, which was entirely left to the voluntary sector, financed through 
funds collected from private sources, including the Indian elite (royal families and so 
on) who wished to ingratiate themselves with the colonial rulers. The Fund established 
its own m aternity hospitals, where foreign female medical personnel provided maternal 
amg child healthcare (they were also allowed to private practice). Many British 

Canadian and American women doctors sponsored by this and other groups came in 
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India at this time. Many of them of them did excellent work, but it is important to see 
how their work was used by the state and the elite. 

The point is that this initiative, in which the British government invested nothing, 
served its purposes in several ways. For one, it helped the colonial state to acquire a 
benevolent image and thereby tackle nationalist criticism at next to no cost. Secondly, 
at a time when the women’s movement in Britain and Europe had motivated profes- 
sional women there to demand their own Spaces, the British government found it 
expedient to send women doctors and nurses overseas to do humanitarian work in the 
colonies. By encouraging these women doctors to take health services behind the 
“purdah” and into the “zenana,” the colonial powers — overtly critical of “purdah” — 
also managed to please the Indian elite, whose women had the most to gain from these 
services. 


The services were not based on any scientific inquiry into the main health problems 
faced by the people, especially the poor. As a result, they were not designed to solve 
the critical health problems faced by the majority of the native population. 


The points to note here are: 


# How women’s health was used as a Strategy to deal with political challenges in Britain 
and India 


# How the state refused to take responsibility by keeping healthcare within the voluntary 
sector, which was also one way of buying political support from the local elite 


# How the “zenana” was brought into the sphere of private practice and MCH services 
catered mainly to the women of the elite classes 


# How local traditions and resources, such as “dais” (projected as filthy, ignorant and 
harmful), were undermined in the process 


# How the interests of British women professionals were given priority over the need to 
build adequate, appropriate and epidemiologically sound health infrastructure to serve 
the needs of the majority, particularly the poor 


Learning from the Past 

It is clear that we have not learnt any lessons nor made any corrections while designing 
healthcare services in the post-independence era. The state is still trying to use the 
voluntary sector as a cover for its failure to fulfil its responsibility. 


Women’s organisations and NGOs need to understand the political use to which their 
good work is often put. The NGO sector is ideally suited to serve as repositories for 
creative, new thinking and innovative methods and strategies which the government 
sector can learn from and possibly replicate. It cannot and should not attempt to replace 
the government. If NGOs want to create history and not just repeat it, they will not 
only have to redefine reproductive health and empowerment but link these concerns 
up with broader issues of health, which is not merely question of physical and mental 
well-being but also related to social, economic, cultural and political processes and 
realities. They will also have to listen carefully to women and communicate what they 
have to say clearly and loudly to others. In the end, NGOs will have to stand up and 
differentiate themselves from the state. 
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Discussion 

The lively discussion that followed this informative and thought-provoking keynote 
address brought up several interesting and significant points, among which were the 
following (grouped here under broad headings rather than in chronological order): 


Issues Confronting Healthcare Providers 


NGOs often cannot provide integrated services because funding is often for pro- 
grammes related to specific health problems. 


As doctors, we have two options. We can intervene and be happy that we have done 
so. Or we can intervene and be unhappy about what little we are able to achieve. The 
latter option provides space for finding ways to improve the situation. NGOs often do 
find themselves in a situation of helplessness. They can get out of this in the short term 
by acting as pressure groups and in the long term by organising women to claim their 
entitlements. 


If NGOS remain pressure groups, they will always be on the margins. They need to 
think in terms of strategic collaboration with the government. Perhaps people from the 
state sector should be invited to such meetings so that they can learn. 


It is significant that the NGO sector has also undergone a change of colour, with the 
social marketing of certain terms and ideas. The state is now using the good offices of 
NGOs to get its dirty work done. For example, in Uttar Pradesh (India), NGOs have 
been given huge budgets to hold six-day health melas, with the proviso that 1000 
sterilisations must be done within that period. Such corrupting exercises are only going 
to increase. How does one deal with the situation? Can and should NGOs involved in 
such programmes be brought under the Consumer Protection Act? 


Indira Hettiarachchi. 
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* It is necessary to differentiate between the different types of NGOs working in the 
health sector. We have to lobby for a reordering of priorities in public healthcare 
services. For example, in Gujarat (India), less than 20 per cent of the posts for 
gynaecologist are filled, the rest remain vacancies; at the same time, there are fully- 
equipped mobile clinics for family planning work. It’s a question of political will. Our 
activities create a demand for effective secondary healthcare services in the govern- 
ment sector; in Gujarat primary healthcare is available and the state of tertiary 
healthcare is all right but secondary healthcare is missing. 


* We tend to speak of the dominant ideology of the state but it is necessary to 
acknowledge that there are peripheral, alternative ideologies even within the state. We 
need to get in touch with those who espouse these marginal ideologies within the state 
apparatus. But the real challenge for NGOs is to motivate people themselves to take 
things, including their health, into their own hands. 


Issues of Context and Perspective 


* The reproductive health concept emerged out of the women’s health movement in the 
West and the term has a certain meaning in that context. In our region, this is not the 
case. Here what we have is an officially defined concept of reproductive health. As a 
result, only certain aspects of reproductive health are focussed upon. One must be 
aware that the language of the women’s movement is often coopted and misused by 
the population control establishment. This is true of the term “empowerment,” too, 
with the government talking about empowerment in the area of reproductive health 
but not in terms of other basic rights and entitlements. The concept of the “culture of 
silence” is promoted as an excuse not to listen to women. Women are not always silent, 
they do talk if people listen. 


« It is not possible to do health education and/or rights education in conditions that are 
not conducive to either. It is vital to link conditions of life with the notion of rights. In 
this region we have to be reconciled to working for future generations and not 
necessarily making an immediately perceptible difference. 


* Our governments need to be sensitised to women’s problems and needs. Multinational 
pharmaceutical companies are insensitive, anti-people and anti-women. In the name 
of treating anaemia, unnecessary pills, equipment, etc., are dumped in our countries. 


* It is important to remember that solutions to women’s health problems are not always 
medical since many external forces contribute to the worsening of their health status 
— e.g., debt and the conditionalities attached to loans, such as structural adjustment 
programmes, which entail cutbacks on expenditure in the social sector; the globalisa- 
tion of markets, the consequent rise in the prices of essential commodities and the 
resulting nutritional deprivation; and so on. At the same time it is necessary to look 
behind some of the new policies — for instance, the new-fangled “micro-nutrient 
policy” which cannot be a substitute for a more broad-based nutrition or food policy. 


« Anaemia, for example, is not a strictly medical problem that can be tackled through 
the distribution of tablets. The medical approach has clearly failed, as a study by the 
Indian Council of Medical Research on the country’s 15-year-old anaemia control 
programme has revealed. It must be recognised and tackled as a problem caused 
primarily by nutritional deprivation which, in turn, is linked to social and economic 
deprivation. It is crucial to acknowledge that the majority of people — both men and 
women — are sick because they are poor. Only, it is more dangerous for women to be 
anaemic because of the reproductive burden they bear. 
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« Technology, per se, is not a bad thing but it is important to recognise that technologies 
are not value-free but, as social products, have their own biases. The objection is to 
selective technology. It is easy enough to identify the technologies required for the 
delivery of basic primary healthcare, but investment is not directed towards universal- 
ising access to these. For instance, during the malaria epidemic in Assam (India), health 
workers found that there were no microscopes for them to use in places where there 
was no shortage of CAT-Scan machines. 


» The point remains that the question of MMM must be highlighted and given due 
importance. Child mortality rates have been brought down over the past few years 
through concentrated effort. We must similarly work towards bringing down the 
MMM. 


Mira Shiva. 
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The Campaign on Maternal Mortality & 
Morbidity Revisited 


L, the second session of the meeting, Martha de la Fuente, of 
WGNRR’s Coordination Office (CO) in Amsterdam, outlined the purpose of the 
present evaluation of the MMM campaign, of which the Bangalore meeting was a part. 


Upon the request of some participants, she first clarified the nature of the WGNRR 
and the sources of its funds. 


Background 


The network grew out of the Europe-based International Campaign for Abortion Rights 
which later became the International Contraception, Abortion and Sterilisation Cam- 
paign (ICASC). The WGNRR was born in 1984, during the ICASC-organised fourth 
International Women and Health Meeting attended by women from Asia and Africa 
as well as Latin America, Europe and North America. The name change was accom- 
panied by a change in focus: while addressing issues of contraception, abortion and 
sterilisation, there was a new emphasis on the context in which such services were 
made available to women. 


The WGNRR now describes itself as “an autonomous network of groups and individu- 
als in every continent who are working for and support reproductive rights for women.” 
The Ministry of Foreign Affairs, Government of The Netherlands, provides approxi- 
mately half its funds, while the governments of other European countries contribute 
the remaining amount. 

The following is a summary of the presentation made by Martha de la Fuente on the 
International Campaign Against Maternal Mortality and Morbidity: 


History 

The MMM campaign emerged out of the Fifth International Women and Health 
Meeting in Costa Rica in May 1987, during which abortion featured as a major issue. 
Since it was felt that it would be difficult to base a campaign solely on abortion per se, 
it was decided that the broader issue of maternal mortality, which includes the question 
of abortion, would be addressed in the campaign. The WGNRR undertook to coordi- 
nate the campaign and its focal point, an International Day of Action for Women’s 
Health. The Latin American and Caribbean Women’s Health Network was also 
actively involved in coordination activities. 


The campaign has been conducted in a decentralised manner, with each participating 
group in different region planning their own approach and activities, based on local 
needs and situations. Some groups took part by publicising problems related to MMM. 
Others concentrated on working with grassroots women, trying to raise awareness and 
bring about change in small ways through local events, workshops and seminars. Some 
conducted research studies on different aspects of MMM in their geographical areas. 
Yet others directed their campaign work towards health professionals and the health 
services. Many groups focussed attention on problems related to quality of care and 
the treatment of women within public health services. 
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An important byproduct of the campaign was the recognition of the need to evaluate 
ee ; j 

and improve the conceptualisation as well as implementation of women Ss health 

policies and programmes in various countries. 


Evaluation 

To the CO, the campaign has had the value of a charge, a unification of the women’s 
movement for health, which could open up issues and express problems that affect the 
lives and integrity of millions of women across the world. The fact that 28 May has 
been officially accepted as a Day of Action for Women’s Health by several govern- 
ments, as well as the WHO and other international bodies, indicates that the campaign 
has been successful in many respects at least in some parts of the world (though it is 
important to ensure that the struggle is not robbed of its subversive character through 
official sanction). But the question still remains: what has the campaign and the Day 
of Action meant to this region and what could/should it mean in the future? 


The CO has tried to give the campaign a unified focus every year, sifting through letters 
and reports from network members for issues requiring urgent attention and action at 
the local, national and international levels. It has made an effort to disseminate as 
widely as possible information related to this common theme in order to support the 
campaign efforts of network members and others. However, the questions to which it 
now seeks answers are: 

Which themes were most useful and relevant to groups in this region? 

How much of the information supplied was useful and relevant in the context of this 
region? 

What was the impact of activities related to these issues over the years on the movement 
and on societies in this region? 

The CO initiated the process of campaign evaluation in order to review and revitalise 
the campaign in collaboration with network members and others concerned about 
MMM. The main questions to be addressed during the course of the evaluation are as 
follows: 


Was the campaign serving a worthwhile purpose? 


If so, could there be another procedure for selecting the theme for the annual Day of 
Action? 


How could more women and groups be brought into the campaign process? 


How could the campaign be coordinated in a more integrated fashion in all the regions 
of the world? 


The CO is looking to the evaluation process, including regional meetings, to point the 
way towards strategies for the future which would ensure greater regional participation 


and at the same time protect the autonomy of participating groups with regard to 
determining their own approach and methods of work. 


Future Strategies & Goals 


Taking into account the fact that the women’s movement and/or non-governmental 
organisations and groups of women have a greater presence in society than they did 
eight years ago, when the campaign was launched, and that women’s perspec on 
health, sexuality and reproduction have been incorporated into several official agendas 
the CO is of the opinion that it is time to be strategically more ambitious and Pichne 
more clearly the goals of the campaign in this region as well as in the rest of the world 
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In this context, it is necessary to address questions relating to the primary thrust of the 
campaign in the future. For instance, should it aim to increase awareness and under- 
standing regarding basic health issues among larger numbers of women? Or would it 
be more strategic to try and reinforce the women’s health movement by involving 
additional groups of women who already have this knowledge and understanding? Or 
Should the campaign concentrate on making an impact on the health services, including 
healthcare personnel, and on health policies? In each of these options what are the 
limitations to be kept in mind? 


Expectations 


The CO’s expectations from the Bangalore meeting are as follows: 

~ To collectively share, learn and reaffirm knowledge and experience related to the 
problem of MMM in the context of the South Asia region 

To discuss what campaign-related activities and strategies worked well in the region 
and what difficulties and obstacles (if any) were faced by groups here 

To define points of departure for future tasks related to MMM 

To divide responsibility for these tasks among participating groups 

To identify regional contacts to provide continuity as well as to serve as an advisory 
council for the CO 

To come up with ideas or alternatives for regional and/or international ways of 
conducting the campaign, identifying themes for the Day of Action and determining 
how Calls for Action are to be operationalised 


Discussion 
In the discussion that followed this presentation, the following points were made (not 
necessarily in this order): 


The MMM problem in the region is very serious and adequate, reliable data is not 
available, probably because the problem is not on the official agenda. Now, with the 
focus on reproductive health, deficiencies at the clinical level may receive some 
attention but other, non-clinical reasons for the high levels of MMM may be neglected. 


In this region, some of the priority issues that have to be tackled in the struggle against 
MMM are nutrition, food security and agriculture. Pharmaceutical solutions to malnu- 
trition (for example, through micro-nutrient supplements, deworming medication, etc.) 
will not suffice. A more broad-based approach, addressing real needs and genuine 
problems, would earn the cooperation of more groups. 


The issue of anaemia is itself like a Pandora’s Box which can reveal the hidden linkages 
between malnutrition and broader economic and political issues such as changes in 
land ownership and use (e.g., through legislation reversing land reform efforts), 
developments in agriculture (e.g., the focus on cash crops, horticulture, floriculture, 
aquaculture, etc.), and the decreasing availability and accessibility of natural resources 
(like water and fodder) and community-based common property (e.g., tanks, grazing 
land, etc.). In the light of such developments, people’s access to greens, medicinal 
plants, etc., are naturally adversely affected, with a consequent impact on their 
nutritional status. In this situation, it is only to be expected that women’s nutritional 
Status will be the poorest of all and that anaemia will be most widespread among 
women. 


Similarly, it is important to understand the links between environmental degradation, 
women’s work and health problems like uterine prolapse. 
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In the context of South Asia, the highlighting of abortion and/or reproductive health 
‘ssues related to adolescent girls could generate suspicion about a hidden population 


control agenda. 


The Call for Action gives us information for an open debate and provides a useful focus 
for our work. 


The Day of Action helps unite us with many others around the world and thereby 
strengthens us. 


The theme for the Call and Day of Action should ideally remain the same over a 
two-three year period to allow groups to work on the issue concerned from different 
angles. 


This meeting is an opportunity to debate the whole concept of MMM and review the 
campaign in the light of what emerges during the discussions. It is important to assess 
both the effectiveness of the campaign and the relevance of the issues focussed upon 
so far within the context of South Asia so as to identify issues of particular importance 
to the region and evolve more effective campaign strategies. 


Campaigns should be seen as part of the work towards eliminating MMM but not as 
the main activity. There is a time in every group’s work when a campaign becomes 
necessary. In fact, a campaign is likely to be most successful when it grows out of 
people’s experience and need. A good example of this is the anti-“arrack” (country 
liquor) movement that women in Andhra Pradesh launched in the early 1990s. 


It may be worthwhile to expand the campaign concept from MMM to women’s health. 


Mira Shiva, Imrana Gadeer, Malini Karkal 


a) 


WGNRR - Report on the Asian Region 


Situating Maternal Mortality & Morbidity in 
South Asia 


di third session of the first day was devoted to country-wise 
presentations of the MMM situation in each of the South Asian nations represented, 
except India. Some of the information from the country papers has been included in 
an earlier section of this report that described the South Asian context in relation to 
women’s health and MMM. Other relevant points made in the papers are given below. 
(N.B. Some of the statistics presented here are at variance from data culled from the 
international sources quoted in the earlier section.) 


Nepal 


Presenter: Dr. Paden Pradhan (Public Health Concern Trust) 

Nepal is one among the three countries in the world where the life expectancy for 
women is lower than that for men (53.9:56. 1). According to the National F amily Health 
Survey (NFHS), 1991, Nepal’s MMR is among the highest in the world as well as in 
the region at 515 per 100,000 live births. More than 50 per cent of these deaths are 
related to pregnancy, childbirth and complications from these processes. The MMR 
for females is higher than that for males in every age group above the age of one. 
Another point to be noted is that there is a significant rural/urban differential in the 
MMR, with women in rural areas twice as vulnerable as urban women. 


Among the reasons for the high MMM in Nepal are: gender discrimination; limited 
availability of affordable health services; non-use of health services by women (usually 
because of gender bias); early marriage, repeated pregnancies at short intervals, and 
too early and too late pregnancies; poverty; malnutrition; heavy daily burden of work; 
absence of safe drinking water and sanitation; low levels of literacy (especially among 
females); lack of awareness about health problems and ignorance about health rights 
(including reproductive rights), especially among women; and socio-cultural and 
religious beliefs and practices which are harmful to health (e. g., fasting and avoidance 
of certain foods and liquids during pregnancy, segregation of women during menstrua- 
tion as well as during and after delivery and their solitary confinement with their 
newly-borns in tiny, unhygienic, kennel-like spaces or in stables or caves, tC. ). 
According to a 1992 report (“Children and Women of Nepal”), 5.6 to 35.4 per cent of 
Nepali women have the services of trained birth attendants during childbirth (the higher 
figure was recorded in a district where health service coverage is thought to be 
exceptionally good). A 1993 Ministry of Health survey of 21,293 births over the 
previous five years revealed that only 18 per cent of cases had received antenatal care 
from trained personnel. According to the NFHS, 58 per cent of women did not receive 
tetanus toxoid during their pregnancy and, of those who did, a considerable proportion 
did not receive the full dosage. 


Several studies have confirmed that 68-80 per cent of Nepali women suffer from 
anaemia. Malnutrition has been observed as both cause and effect of the underdevel- 
opment of girls. To make matters worse, malnutrition and infection form a vicious 
circle exposing girls and women to high degrees of mortality and morbidity. Immuni- 
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sation coverage among female children is slightly less than among their male counter- 


parts. 


The legal age for marriage is 16 for girls and 18 for boys (with parental consent) and 
18 for girls and 21 for boys (without parental consent). Although the mean age of 
marriage has risen marginally over the years to reach 17.8 in 1991, nearly 50 per cent 
of girls aged 15-19 were married and some 40 per cent of women have their first child 
while in this age group. Child marriage is also prevalent in some communities. So a 
large number of girls are exposed to the complications of teenage pregnancies, which 
lead to high MMM. 


Abortion is illegal in Nepal under all circumstances, even when the pregnant woman's 
life is at risk. A 1986 study estimated the total abortion rate at 117 per 1000 women in 
the reproductive ages of 15 to 49. Two studies in the same period indicate high levels 
of mortality due to complications from illegal abortions. 


Data on the prevalence of sexually transmitted diseases (STD) and reproductive tract 
infection (RTI) in Nepal is scarce. Data on HIV/AIDS, updated up to March 1996, 
reveals 357 HIV+ cases (193 male and 164 female). Of the 51 cases of full-blown 
AIDS (of which 28 have died), 25 are female. Of the female HIV/AIDS cases, 136 are 
sex workers and 16 are housewives. Although prevalence among males is higher than 
among females in most age groups, in the 14-19 age group, 48 girls are affected 
compared to 11 boys. 


According to the NFHS, although 93 per cent of married women in the reproductive 
age group know of at least one family planning method, the contraceptive prevalence 
rate is only 24 per cent (having risen from 7.6 in 1981). Among FP “acceptors,” 80 per 
cent underwent sterilisation after completing their family. 

Violence against women, such as wife battering, rape, sexual abuse, incest and 
trafficking in girls, is also a major factor contributing to high MMM in Nepal. 
Occupational hazards, including those involved in domestic work, constitute another 
contributory factor. Apart from other illnesses such as respiratory tract infection, 
gastro-enteritis, gastritis, worm infestation and rheumatic disease, women in Nepal 
suffer from vesico-vaginal fistula and prolapsed uterus. 


The latter, particularly, is often linked to the heavy burden of work borne by women, 
particularly in rural areas, where they have fetch water and firewood from distant 
places, carrying several heavy loads of these on a daily basis. In addition, long treks 
for these daily essentials expose women to the hazards of falls, body deformation and 
miscarriage. In 1990, only 67 per cent of urban areas and 34 per cent of rural areas 
were covered by water supply and sanitation. In the absence of safe drinking water, 
there is high prevalence of water-borne diseases, which add to women’s double burden 
of coping with their own ill health and nursing sick members of the family, particularly 


children. 

Bangladesh 

Presenter: Dr. Makhduma Nargis (Bangaldesh Mahila Parishad) 

The MMR in Bangladesh, at 600 per 100,000 live births in 1995 (according to 


UNICEF), continues to be one of the highest in the world. Although Maternal and 


Child Health (MCH) programmes have significantly reduced infant mortality, they 
have by and large failed to contain the MMR. 
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According to a 1995 Study, there are 28,000 maternal deaths every year in Bangladesh, 
which works out to approximately three every hour. One out of every 40 deaths in the 
country is a maternal death. Studies have shown that among the most significant, 
immediate causes of maternal deaths in Bangladesh are postpartum haemorrhage (26 
per cent), abortion (21 per cent), eclampsia (18 per cent), puerperal sepsis (11 per cent) 
and obstructed labour (8 per cent). Only 18 per cent of maternal deaths is due to other 
causes. That the lack of scientific healthcare during delivery and abortion is a major 
contributory factor is clear from the fact revealed by a 1985 study that nearly 83 per 
cent of maternal deaths occur during labour or after delivery or abortion. 


The high MMM rate in the country is partly explained by the fact that, while it is clear 
that women who undergo pregnancy before they turn 19 are particularly vulnerable, 
80 per cent of Bangladeshi women have their first child before the age of 18. 


According to a 1995 UNICEF survey, women’s access to reproductive health care is 
also limited, with only 5 per cent of those expected to have obstetric complications 
attending medical facilities, only 3.5 per cent of women going in for institutional 
delivery, only 10 per cent of deliveries assisted by trained medical personnel and just 
27.5 per cent of women receiving some antenatal care. Trained birth attendants are 
used by 26 per cent of women. 


What may be even more relevant to the high rate of MMM in Bangladesh is the fact 
that the majority of women in the country are extremely malnourished both before, 
during and after pregnancy. Apart from high rates of Vitamin A, Iodine and Iron 
deficiencies, a 1995 study revealed the following morbidity/mortality indicators: 


Mean weight of pregnant mother : 39 kg 

Average weight gain during pregnancy : 4.7 kg 
(Average international standard : 9-10 kg) 

Calorie intake of pregnant women : 29 % less 

than male 

Pregnant women with malnourishment : 60 % 
Pregnant women with haemoglobin below 11%: 82 % 


Among the other long-term contributory factors are the overall poor socio-economic 
condition of people, lack of education (particularly among women), women’s poor 
status in society in terms of both social and economic rights and reproductive rights, 
limited access to scientific healthcare delivery systems and religious fundamentalism. 


It is clear that these factors also influence the utilisation of Emergency Obstetric 
Services because a 1995 UNICEF study revealed that women’s economic and social 
Status, literacy and level of education and religion affect their mobility and decision- 
making powers (even within the family) and these, in turn, determine their ability to 
access services. Another important factor is geographic location, with rural women at 
a distinct disadvantage in terms of access to services. 


Despite all this, maternal health issues in Bangladesh have received attention mainly 
in the context of population control. Instead of addressing the root causes of women’s 
chronic ill health and disproportionate death rates, MCH services have been seen 
primarily as an effective way of reaching women and persuading them to accept 
contraceptives in order to prevent pregnancy, projected as intrinsically dangerous for 
women’s health. Similarly, instead of making abortion legal and providing safe 
abortion services to women who want them, abortion per se has been labelled the 
problem, with the solution projected as prevention of pregnancy through contraception. 
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At the same time, the healthcare system is not prepared to address the health hazards 
and social problems faced by women on account of contraceptive use. 

According to some women’s groups, there is a danger that the admittedly serious 
problem of MMM may be used to further promote the use of contraceptives, many of 
which have been found to be harmful to women’s health. They also point out that 
violence against women is responsible for twice the number of female deaths as 
maternal mortality and that this preventable cause of death receives little attention. 
Their demand is that the country must concentrate on building up a holistic healthcare 
system which can effectively address the health needs of people, especially women, 
including but not only issues related to MMM. The priority must be to improve the 
general health condition of women at all stages in their lives. 


Sri Lanka 
Presenter: Dr. Indira Hettlaratchi (Plantation Housing & Social Welfare Trust) 


With a population of 17.6 million, Sri Lanka registers only 240 maternal deaths per 
year. The country’s MMR is pegged at 140 per 100,000 live births. While the rate has 
shown a steady decline from the 1880s, when it was 1600/100,000, there has been a 
sharp decline since independence in 1948, when the MMR was 813/100,000. Today 
every maternal death is investigated and reviewed so that preventive steps can be taken. 


Among the factors responsible for the dramatic decline are: 


Free healthcare 


Free education, which has led to 87 per cent literacy among the general population and 
83 per cent among women 


Minimal gender disparity, son preference, etc. 
Women’s employment (with jobs reserved for women in the organised sector) 
Rise in the mean age of marriage and reduction in pregnancies below 18 


The well-established healthcare delivery system, based on the health unit system put 
in place before independence and strengthened subsequently, which offers both 
preventive and curative services at the primary, secondary and tertiary levels 


« The use of anti-biotics and effective malaria control (all pregnant women in endemic 
areas are given prophylactic treatment) 


« The overall increase in life expectancy, which is 74 for females (higher than that for 
males) 


The health unit system today provides for one public health midwife for every 3000 
population, whose services are backed up by supervisory public health midwives and 
nurses, district-level medical officers, etc. All doctors receive training in public health. 
It is, therefore, not surprising that 84 per cent of pregnant women receive ante-natal 
care. One of the benefits of this is that it enables the early detection of at-risk mothers 
lhe risks (if any) faced by each pregnant woman, the weight gain achieved by each o 
the course of her pregnancy, etc., are pictorially/graphically depicted on their health 


cards, which serve to educate both the woman herself and her family members 
Immunisation of children is also a well-established practice 
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Nasreen Huque, Makhduma Nargis. 


The family planning programme, which is fully integrated into the MCH programme, 
promotes temporary birth control methods, while permanent methods are also avail- 
able, often through NGOs. The birth rate is currently 18 per 1000 population. 


Sri Lanka’s relative success in the area of healthcare is attributed by many to the 
influence of its first Left-leaning government, which built welfarism into the system 
that subsequent governments have continued, irrespective of their political leanings. 
Although locally-funded private sector medical care is now coming into Sri Lanka and 
the elite uses it for convenience, the public healthcare system is actually better 
equipped. Another factor that has impacted favourably on the healthcare system is that 
university education, including medical education, is provided free; a private medical 
college that came up had to be closed down because of public opposition. Commer- 
cialisation is, therefore, not a major health hazard. 


It must be noted that the health status data cited above does not take into account the 
northern and eastern parts of the country, for which recent statistics are not available 
and where the situation is different in many ways. For example, maternal and infant 
mortality rates are higher among plantation workers (mostly indentured labourers 
brought from India by the British and traditionally among the most oppressed and 
disadvantaged communities in Sri Lanka, although they have recently gained some 
political importance) and residents of areas affected by the prolonged civil war in the 
country. Women in these communities tend to be more malnourished than their 
counterparts elsewhere in the country. Son preference is also more marked among Sri 
Lankans of Tamil and other Indian origin. 


Also, women’s groups assert that none of this means that the lot of Sri Lankan women 


is absolutely fine. Indications that all is not well comes from the fact that violence 
against women is common and that the suicide rate among women is quite high. 
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Factors Affecting Maternal Mortality & Morbidity 
in South Asia 


The first session of the second day was devoted to the sharing of 
experiences related to different aspects of women’s health and MMM, 
such as access to healthcare services, socio-cultural issues and the effects 
of violence and caste. The session was characterised by freewheeling and 
wideranging discussions. The main points made in the brief presentations 
and ensuing discussions are summarised below. 
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Access to Healthcare Services 


Presenter: Dr. Mira Shiva (Voluntary Health Association of India) 


When talking about access it is important to see beyond figures regarding structures 
and personnel, to distinguish between what exists on paper and on the ground and, 
further, to look specifically at women’s access to available services. For instance, if 


most of the staff are male, women’s access would be limited by their reluctance to be 
examined by men. 


Ascendancy of Private Healthcare 


Several developments in healthcare in India, for example, militate against women’s 
access. For instance, it is important to note that medical care has emerged as the second 
most common cause of rural indebtedness (next to dowry) in India. Despite impressive 
Statistics on India’s public healthcare services, 80.per cent of healthcare in the country 
is in private hands; 80 per cent of medicines sold is also in the private sector, thanks 
partly to the fact that drug purchase in the public health system is biased in favour of 
the lowest tender, which lends credence to the Suspicion that government drugs are 
spurious and ineffective and pushes more people towards private suppliers. Much of 
the available medical technology is also in private hands. 


NGOs provide only two per cent of healthcare in India. Yet NGOs, together with 
private practitioners and even industry, are being officially touted as the beacons of 
hope that will herald a new dawn in the healthcare sector, thereby justifying the 
withdrawal of the state from this vital area of development. 


Healthcare in India today is characterised by commercialisation, pharmaceuticalisa- 
tion, medicalisation and privatisation. As the cost of medical care goes up, the 
purchasing power of the rupee goes down, leaving the vast majority of the population 
outside the famous market. Although Primary Health Centres are of crucial importance 
to the poor, most recent schemes, funded by agencies such as the World Bank, have 
focussed on improving secondary and tertiary healthcare services. Similarly, while 
there is a shortage of essential, life-saving drugs, the market is flooded with non-es- 
sential, often hazardous drugs. The spiralling cost of drugs — over 100 per cent in 
some cases over the past three years — is another factor likely to adversely affect 
people’s health status. 


Skewed Priorities 

The Indian states which have the most health needs have the lowest health budgets and 
worst health services, with available funds poured into the wrong programmes. For 
example, after Rs. 800 crores have been sunk into a reproductive healthcare programme 
in Uttar Pradesh — which is essentialiy a population control programme by another 
name — a study by the Indian Council of Medical Research has revealed that it has 
had no dramatic effect on the status of women’s health in the state. 

This is partly because areas with the greatest healthcare needs are invariably identified 
in terms of demographic indicators such as high birth rates, rather than MMRs, IMRs, 
rapes, etc., which are more indicative of women’s social and health status. It is 
important to evolve parametres that actually reveal women’s health status and needs. 
If countries of the region are to incur debt in order to provide healthcare. the money 
ought to be invested where the need is the greatest, not where it will fetch the most 


remuneration. 
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Decentralised, district-level, local need-based planning and the empowerment of 
personnel on the lowest rungs of the healthcare system are essential if the health needs 
of the most vulnerable groups and the most ill-served geographical areas are to be 
adequately addressed. The experience of successful health NGOs suggests that 50 per 
cent of basic healthcare and education needs can be handled by well-trained MCH 
workers offering home-to-home service. Yct, in the Indian government health system, 
for example, there is a significant deficit of female grassroots healthcare personnel 
(such as auxiliary nurse midwives, lady health visitors and health educators). 


The health needs and access to services of the poor majority, particularly women, must 
become a priority issue in healthcare. The World Health Report lists diseases related 
to extreme poverty as a separate category and indicates that they are on the rise. It is 
important to recognise that MMM is related to the widening gaps between rich and 
poor countries as well as the rich and the poor within a country. The latter is best 
illustrated by the fact that while the poor lack access to basic diagnostic facilities (like 
microscopes) and back-up services, the rich have access to the most sophisticated 
diagnostic equipment (Cat-Scans, etc.) and medical procedures (such as kidney trans- 
plants). Both groups are, of course, vulnerable to malpractice. 


Biases 

Both public and private healthcare is now almost wholly based on Western medicine, 
with traditional systems of medicine effectively marginalised as a result of non-inte- 
gration. Ten years ago, 75 per cent of the Indian population relied on traditional systems 
whereas, today, 80 per cent depend on allopathic medicine. Thanks to the misuse of 
drugs by doctors prone to over-prescription, people have been conditioned to demand 
strong, quick-acting medicines even if they are expensive and not necessarily more 
effective in the long run. It will be an uphill task to reverse this trend. To make matters 
worse, many patients do not complete the full course of the prescribed anti-biotic, 
which leads to drug resistance. In addition, in relation to women’s health, doctors often 
ignore the teratogenic effects of certain commonly prescribed drugs. In this context, it 
is worthwhile to look for traditional remedies wherever possible in the interest of both 
safety and affordability. | 


Another factor that is relevant to women’s access to healthcare is the patriarchal nature 
of medical care in general and obstetric & gynaecological services in particular. On 
the whole, the medical establishment is contemptuous of women. Women are often 
seen as the cause of the population problem, with little effort to understand the reality 
of power relations within the family. Even women O&G doctors are not necessarily 
sensitive to women’s health needs and problems, partly because their training does not 
equip them to be gender sensitive. 


Costs 


Cost of healthcare is possibly the greatest impediment to women’s access — so the fee 
for service idea which is gaining ground, even among NGOs (in the name of self-suf- 
ficiency), is likely to be disastrous for the poor, particularly women, drastically 
affecting their already precarious access to health services. Apart from the actual cost 


of treatment, the cost of transportation is a major factor that further distances healthcare 
services from women. 


Policies 


Health policies have come a long way from the 1978 Alma Ata declaration — which 
gave comprehensive public healthcare top priority — to the present, when vertical 
programmes for family planning, HIV/AIDS, etc., are the ones promoted by funders 
According to the Government of India’s Economic Survey, the 1995-96 lidaet 
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Nimitta Bhatt and Malini Karkal 


estimate for health was Rs. 
planning was 
policy-making 


670 crores whereas the estimated allocation for family 
Rs. 1581 crores. What is taking place now is the globalisation of 
and the grassroots implementation of a Washington agenda. With 
India’s last national health policy framed in 1983, it is now time for a new comprehen- 


Sive national health policy which addresses the real health problems and needs of the 
majority of the country’s population. 
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Socio-cultural Factors Affecting MMM 


Presenter: Dr. Vinay Pandse (RNT Medical C ollege) 


Two case studies of maternal deaths were presented to illustrate the socio-cultural and 
economic impediments in the path to women’s health and timely access to healthcare. 


Case 1: Maternal Mortality 


Mrs. K. and her husband were illiterate, landless agricultural workers engaged in casual 
labour (i.e. with no security of employment or statutory workers’ rights), earning 
minimum wages and living in a hutment in a village 50 kms. from the nearest 
full-fledged hospital in Rajasthan (India). Four out of the five children she had borne 
_— with birth intervals of approximately one and a half years — were alive when she 
became pregnant for the sixth time during lactation. She became aware of the preg- 
nancy only when she began to feel heavy. She was, of course, anaemic. 


She did not receive any ante-natal care, partly because she did not think it was necessary 
and partly because of the poor delivery of healthcare services. Having heard that tetanus 
toxoid injections were good, she got one TT injection. The local health worker (or 
whoever gave her the injection) was obviously either ignorant or negligent and neither 
insisted on the full course nor advised her on other necessary healthcare inputs. 


Her nourishment during pregnancy remained poor thanks to a number of factors: 
constraints imposed by poverty, lack of government support, the market economy 
which dictates that all produce (e.g., milk) must be sold, ignorance about dietary 
requirements, and taboos and misconceptions related to particular (often nutritious) 
foods. 
When she experienced “spotting” during the seventh month of pregnancy, the local, 
untrained, traditional birth attendant told her it was of no consequence. In the eighth 
month she had a severe bout of vaginal bleeding one night. It took one hour to fetch 
the traditional birth attendant, who lived a kilometre away. She suggested hospitalisa- 


tion. It took three or four hours to arrange for money and transport to the nearest 
hospital. 


When she finally reached the hospital, accompanied by her husband and another man, 
her haemoglobin level had plummeted to 4 gms. The doctors advised a caesarian 
section operation and asked for blood to be donated for transfusion. The men’s 
unwillingness to part with their blood and the hospital bureaucracy’s reluctance to 
release blood from the blood bank without instantaneous replacement led to a long- 
winded argument. In the mean time, Mrs. K. died. 
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Case 2: Maternal Morbidity 


Mrs. M, was 16 or 17 years old. Married in childhood to the son of a small farmer and 
sent to the husband’s home immediately after menarche, she conceived two years later. 


Both husband and wife were illiterate. They lived about ten kilometres from the nearest 
city. 


The village practitioner gave her two injections of tetanus toxoid and folic acid tablets. 
However, since she did not like the taste of the latter, she discontinued it. She did not 
receive any Supplementary nutrition. When she went into labour, a neighbouring 
woman was called into the house to attend on her. After 24 hours, she delivered a weak 
but live baby but experienced bleeding and intense pain in the genital area. The 
traditional birth attendant who was called in said something was torn and advised 
hospitalisation. 


When she reached the hospital, her haemoglobin level was about 6 gms. and her 
perenium was found to be completely torn, with the tear connecting the vagina and 
anus. She was given blood transfusion and the tear was repaired under general 
anaesthesia. However, she suffered permanent damage to her genital area, with a deep 
Scar, pain, difficulty in urination and defaecation, difficulty in sitting, etc. Ultimately 
she also had a uterine prolapse. 


Discussion 


The following points were raised during the discussion which followed the presentation 
of these evocative case studies: 


Superstition 

It is necessary to dispell myths that discourage blood donation — for instance, that it 
can affect semen production. At the same time it would be prudent to question the 
practice of insisting on blood transfusion even for routine operations of short duration. 


It is necessary to decisively tackle the problem of taboos related to food, especially 
considering the widespread problem of malnutrition and anaemia among women. It is 
also important to take note of the fact that an Indian Council of Medical Research 
(ICMR) study found that the intake of folic acid tablets did not make a significant 
difference to women’s haemoglobin levels. 

Apart from this, superstition often prompts people to turn for help to god or witchcraft 
rather than the healthcare system. This tendency needs to be decisively tackled since 
such interventions can lead to further health problems. Similarly, traditional practices 
that can cause MMM — such as some known, brutal methods of inducing abortion — 


need to be discouraged. 


Health education, which must also address issues related to blood donation/transfusion, 
nutritious foods, superstition, harmful practices, etc., must be extended to the entire 
family, including men, and the whole community if the MMM situation is to be 
improved since husbands and mothers-in-law tend to make the decisions in the family. 


Training 

It is important to recognise that distance from healthcare services and the non-avail- 
ability and cost of transport often play a decisive role in women’s ability to access 
timely medical care. In view of the prevailing situation, it is all the more necessary to 
provide training to traditional birth attendants (TBAs) so that they can play a better 
role in the promotion of women’s health and to train local women as health workers 
in areas where there is no tradition of “dais” (traditional birth attendants). In Bangla- 
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desh, MMR has been found to be higher ‘n the slum areas of the capital city, Dhaka, 
where there are no TBAs than in rural areas where TBAs attend most births. 


Malpractice 

Thanks to the rampant commercialisation of medicine in the region, malpractices have 
grown, particularly in the field of obstetrics and gynaecology. One of the most common 
forms of malpractice is the attempt of unscrupulous O&G doctors to recommend 
unnecessary caesarian section operations, on the pretext of non-existent complications. 
It is important to document malpractices in O&G. 


Women’s Status 

However, the most crucial issue to be addressed in the context of MMM is the question 
of the value attached to a woman’s life. In Nepal, for example, a woman’s life is valued 
less than that of a buffalo. The devaluation of women has a great deal to do with MMM. 
For instance, the mother-in-law is a bogey only in patriarchal societies; in Sri Lanka 
the mother-in-law is not perceived as a problem because of the matrilineal system 
followed by a large section of the population. Social attitudes towards women and their 
worth have to change if the problem of MMM is to be minimised. 


In view of this reality, people involved in the promotion of women’s health cannot 
remain delinked from issues such as women’s social, economic and legal rights, 
political participation and overall empowerment, which can serve to improve their 
status and positively affect society’s perception of their value. 
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Violence, Caste & MMM 


Presenter: Ms. Burnard F atima (Rural Women’s Liberation Movement) 


Real-life stories of violence against women were told in order to highlight the fact that 
women’s reproductive health is endangered by a variety of situations in which their 
human rights are violated on account of their gender, caste and/or class. 


A teenaged, Dalit (“untouchable”) girl who was kidnapped, forcibly married to a 
“goonda” (thug), repeatedly raped in different locations, photographed while being 
violated and then blackmailed, found that she was pregnant. In order to undergo an 
abortion, she had to get certificates from two government doctors, which is not an easy 
Proposition for a poor, Dalit girl in her situation. Her attempts to get justice was 
frustrated by police bureaucracy, which sent her to one police station and official after 
another to get the case registered and investigated. She is now five months pregnant 
and desperate. 


A community of forest dwellers was asked by forest officials involved in smuggling 
to illegally chop sandalwood trees for them. In the clash resulting from their refusal to 
comply, their village was looted and 18 young women of the community were taken 
away, raped in the forest and lodged in a police station, where they were further 
subjected to rape. They were then asked to identify the rapists in a parade, which was 
difficult because they were raped deep in the forest by men in uniform. Finally, after 
five identification parades, 239 forest rangers and policemen were arrested and the 
women received Rs. 10,000 as interim relief. 


In the name of hunting down the notorious sandalwood smuggler, Veerappan, a number 
of village women were raped. 


In the course of a riot caused by a land dispute between Dalits and other communities, 
a Dalit woman was raped. She later found that she was pregnant and committed suicide. 


Rape is an inevitable part of many caste-based atrocities, which take place largely 
because upper castes cannot deal with the minimal economic upliftment that Dalits in 
some places have been able to achieve. A Dalit woman’s body is considered the 
legitimate property of the landlord, the police, the judge, the priest. 


Severe Consequences 

Women are often thrown out of their homes if they are reluctant to have sex with their 
husbands on account of ailments that make intercourse difficult, such as some repro- 
ductive tract infections. At the same time, they don’t feel free to talk about or seck 
treatment for the illness. Many women die because they neglect their health. 


In this context, it seems trivial to talk about safe motherhood, safe abortion, and so on. 
Women have to become aware of their rights and learn to agitate for their rights before 


they can enjoy good health. 


Sexual Violence 

There is a dimensional difference between violence in general and violence against 
women; the latter is invariably linked to sexuality, as seen above. But domestic violence 
— wife-battering — is another form of violence against women which can have 4 
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negative impact on MMM, with even pregnant women often experiencing physical 
attacks by their husbands. 


The sexual abuse of children is yet another and extremely reprehensible form of 
violence against women (victims are predominantly female, although many boys are 
also abused by paedophiles). The repercussions of this on the physical and mental 
health and vulnerability to MMM of these girls and the women they grow into need to 
be documented and studied. 


Health workers must be trained to deal appropriately with rape cases. Also, health 
activists must also get involved in efforts to broaden the definition of rape, which 1s 
currently restricted to penetration with a penis, and to develop special investigative, 
legal and judicial procedures to deal with childhood sexual abuse. 


Cultural Cruelty 

The practice of labelling some women as witches and either brutally killing them or 
subjecting them to inhuman torture in the name of exorcism is another form of violence 
that is prevalent in many parts of South Asia. Witch-hunting of this kind is on the 
ascendant, with women convenient scapegoats when somebody has to be blamed for 
all that is going wrong with people’s lives. 


Certain practices arising from religion and/or culture that are prevalent in this region 
— such as the sexual exploitation of girls made into “devadasis” (in India) or “devakis” 
(in Nepal) — constitute another violation of women’s rights that has implications for 
their health in general and MMM in particular. 


In recent times, the sexual assault of women belonging to a particular religious 
community has become a feature of communal riots in India. The same is reportedly 
true of communal clashes in Bangladesh. As in the case of caste atrocities, such rapes 
are meant to humiliate the community concerned. 


Mental Torture 

Psychological violence is often not recognised as violence unless it results in a total 
mental breakdown or suicide. Another hidden form of violence is the increasing misuse 
of the Mental Health Act in India by families wishing to get rid of inconvenient women 
by committing them to mental asylums. 
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Teenage Pregnancy 


Presenter: Dr. Nimitta Bhatt (Trust for Reaching the Unreached and the Gujarat 
Voluntary Health Association) 


The phenomenon of teenage pregnancies is not new to the region. In fact, in view of 
the traditional practice and continuing prevalence of child marriage in most South 
Asian countries, teenage sexual activity and its outcome — at least under certain 
circumstances — has traditionally had some social, cultural and religious sanction. 


Age at Marriage 


With the average age at marriage for girls in the region still fairly low and considerable 
pressure from families and society to prove fertility by producing a baby within two 
years of marriage, thousands of girls are forced into teenage pregnancy whether they 
like it or not. In the regional context, any effort to reduce teenage pregnancy must take 


into account the fact that young girls and women have little decision-making power 
within the family and society. 


However, there are other socio-economic dimensions to the issue. The following are 


some examples of teenage pregnancies outside of marriage and/or other sanctioned 
relationships. 


Sexual Abuse and Harassment 


In Gujarat (India), a 14-year-old girl — who had been forced to drop out of school 
after the seventh standard because her mother needed her help at home and could not 
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be married because her mother did not have the required money — was seduced, raped 
and impregnanted by a neighbour’s son while her mother was out working. 


In an area where mining is the only source of local employment, particularly for women 
(the nearest factories are 20 kms. away and only men can cycle that far for work), 
young women involved in surface mining (an illegal activity) are regularly subjected 
to sexual harassment and rape by mine supervisors, truck drivers, etc. As aresult, many 
of them undergo repeated pregnancies, but they do not complain because of their need 
to earn a living. 


Sex Education 


It is clear that teenage pregnancy is not good for the mother or the child. However, this 
is an area where NGO intervention is limited. One effective intervention has been 
working closely with newly-weds and, particularly, talking to boys and men about the 
need to postpone pregnancy. However, it has been found that information about 
abortion is sometimes misused to get a girl pregnant and force her to undergo abortion; 
this poses a dilemma for NGOs imparting sex education. Besides, there is considerable 
resistance from village communities to NGO work with young boys and girls, particu- 
larly in the area of sex education. 


School curricula include chapters in biology on human reproduction but, more often 
than not, these are left out of classroom teaching. Teacher education on how to deal 
with issues relating to sex and reproduction as a matter of course is vital if at least 
school-going adolescents are to receive timely and correct information. 
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Malnutrition 


Presenter: Dr. Aruna Uprety (Resource Centre for Primary Care) 


Malnutrition is not just a medical issue. In fact, the medical approach to nutritional 
deficiencies prevents effective action to promote women’s nutritional status ina region 
where healthcare services are not universally available, accessible or affordable. 
Malnutrition must be recognised as an issue which has economic, social, cultural and 
religious dimensions. Women are malnourished not only because they are poor — 
anaemia is common even among affluent women — but also because of gender 
discrimination, food taboos, etc. 


Food Taboos 


For instance, in Nepal, where there is high prevalence of Vitamin A deficiency, it is 
often sought to be treated with capsules. A more appropriate Strategy may be to tackle 
the issue of food taboos which prevent women from eating a fruit like papaya, which 
is available in plentiful supply and has the necessary nutritional content. Similarly, iron 
deficiency anaemia is sought to be treated with injections rather than through available 
green vegetables. Other taboos common in Nepal include a ban on bananas during 
pregnancy and lentils and green vegetables after delivery. Such beliefs and practices 
have a negative impact on women’s nutritional status. 


Intra-Family Food Distribution 

Discrimination in food distribution within the family — beginning with breast-feeding 
— is another problem that adversely affects women’s nutrition and health. For instance, 
in many places boys are breast-fed on demand, whereas girls are not, and they are 
breast-fed for a longer period than girls. Girls are, thereby, conditioned from birth to 
accept and tolerate deprivation and injustice even in terms of their right to food. It is, 
therefore, not surprising that only women are expected to keep most fasts, including 
some for the well-being and longevity of their husbands. 


Another important fact to note is that women’s nutritional intake is not only generally 
lower that that of men but that it is considerably less than what is required by their 
energy output, which is often more than that of males (especially among the poor in 
rural areas). 
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Abortion 


Presenter: Dr. Malini Karkal (former Professor and Head, Department of Public 
Health, International Institute for Population Sciences) 


Abortion has existed in every period of history, in every geographical area and in every 
culture. At the same time, society’s attitude towards abortion has generally been 
negative and it is women who have usually had to shoulder the blame for it. 


Population Control 

In modern times, in this region at least, abortion has been viewed primarily as a back-up 
service to population control programmes. In India, for example, the much-touted 
Medical Termination of Pregnancy Act did not emerge from demands made by the 
women’s movement. In fact, the law serves to protect the doctor performing abortion 
rather than the woman undergoing it, who often has to provide explanations and accept 
conditions before she is allowed to undergo the procedure. As a result, although the 
Act was supposed to eliminate the need for back-alley abortions, which were often 
fatal, thousands of women are still dying from the effects of illegally and ineptly 
performed abortions. 


Abortion is a prime example of the process of privatisation of medical services. As one 
of the most lucrative areas of reproductive health, it is largely in private hands. Abortion 
services are cheap and freely advertised in India. The conditions in some of the private 
clinics providing these services are quite bad, with abortions performed without 
anaesthesia, often by medical students rather than qualified doctors. This is the 
inevitable result of a state healthcare system that is almost totally identified with a 
coercive family planning programme: women are pushed into the private healthcare 
system for better or for worse. | 


In Bangladesh, although abortion is illegal, there is a “menstrual regulation” service, 
available in hospitals, which was apparently first designed to cope with the problems 
caused by mass rapes during war, which left many women pregnant, but is now being 
discreetly used as a family planning method. 


Female Foeticide 


Another dimension of the abortion debate in this region is the issue of sex-selective 
abortion following sex-determination tests. Women’s protests against this practice of 
female foeticide have necessitated some tightrope walking to ensure that women’s 
groups are not mistaken for anti-abortionists. 


The winds of sexual liberation now sweeping across the region, partly thanks to the 
influence of the media, have the potential to expose young girls to sexual exploitation 
(with freely available abortion offered as security against unwanted pregnancies). 
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Contraception 


Presenter: Nasreen H uque (Naripokkho) 


One of the only government services available at the village level is the family planning 
programme which, in Bangladesh, mainly involves the distribution of contraceptives 
and does not pay much attention to other aspects of women’s health. This is true of 
other countries of the region, too, with some variation in the particular family planning 
method being promoted. During training, FP workers are told about other functions 
they must perform, but these are observed mainly in the breach — partly because they 
are not provided with the necessary equipment but also because their performance is 
evaluated solely on the basis of their ability to meet the targets set for the distribution 
of contraceptives. 


Problems 


After the initial “successes” of the programmes, problems began to surface — e.g., the 
side-effects of pills — but these were managed with further motivation and reassurance 
rather than any real help. In the early days there was not much choice — the pills 
distributed in Bangladesh, for example, were provided by USAID and were probably 
not designed with local women’s stature, nutritional status, etc., in mind. Now there 
are low-dose pills. Similarly, intra-uterine devices (IUDs) have been known to give 
rise to infections, pelvic inflammatory disease and heavy bleeding but no back-up 
treatment or relief is offered. Studies have shown that only 38 per cent of women have 
found the management of side-effects satisfactory. However, it is clear that women 
Stop using contraceptives that don’t suit them. 


Injectable contraceptives like Depo Provera (DP) have been promoted in Bangladesh 
over the past 20 years. There is very little data on the impact of DP on local women. 
There is a little more data on the effects of Norplant, but much of it is unreliable and 
arbitrary. The situation raises the question of what sort of science is being promoted. 
For instance, some of the research tries to establish that the health profile of women 
who do and do not use contraceptives is the same in order to prove that women’s health 
problems have nothing to do with the contraceptives they may use. Yet there is plenty 
of evidence to suggest that many of the contraceptives currently available to women 
in the region lead to increased female morbidity. 


In Bangladesh, Norplant implants, facilitated by the Population Council (which 
conducted a trial in the country) and the World Bank, are done by both government 
and NGO doctors. One doctor reported that after implanting Norplant devices in 381 
women in the course of a year, she had to remove 81 (although removal is difficult) 
because of women’s experience of heavy bleeding, fatigue, depression, problems with 
libido, etc. Her boss was dismissive of these side-effects. 


Targetting Women 


In the ensuing discussion, the following points were made: 


In India, women’s groups have initiated public interest litigation in the Supreme Court 
seeking direction to the government to review the decision to introduce DP and 
Norplant into the official FP programme. The government’s response to this has been 
to try and push these contraceptives through non-official channels like NGOs. while 
maintaining a discreet silence on their adverse side-effects. When women were given 
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full information about Norplant during a trial in Thiruvananthapuram (India), only four 
per cent chose to have it implanted. 


An organisation based in Delhi (India), which conducted a survey on women’s 
experiences with and expectations from contraceptives, found that there was tremen- 
dous demand for diaphragms from women. 

However, this barrier method is still not available to Indian women. Instead, trials on 
Quinacrine and RU-486 are going on in the region. Fortunately, the anti-fertility 
vaccine is unlikely to be available for commercial marketing in the near future. 


However, it was disturbing to note that the Gender Advisory Committee of the WHO’s 
Human Reproduction Programme recently endorsed the continuation of research on 
vaccines on the ground that the potential for abuse was more an issue related to the 
healthcare and family planning systems rather than the technology itself. 


All the contraceptive methods currently being promoted are targeted at women, in 
India, during the 1960s, only 11 per cent of sterilisations were tubectomies but, in the 
‘90s, tubectomies account for 96 per cent of all sterilisations. Despite all the talk, there 
is little evidence of male contraceptives being pursued seriously. In fact, on the 
contrary, the market is flooded with potency drugs for men. Not much effort is made 
to persuade men to accept their responsibility for family planning. The attempt to 
justify this with the contention that women themselves opt for female contraceptives, 
not wishing to risk handicapping their men in any way, is spurious; if women do take 
the burden on themselves, it is in the context of their lowly position within the structure 
of the family and the consequent insecurity about anything happening to the men with 
whom their fortunes are tied up. 


Ethics in Research 


One question that is often levelled at women’s groups campaigning against new 
contraceptives is: why are you against research? The answer is that the objection is not 
to research per se but to the bias and malpractice often associated with contraceptive 
research. For instance, why is such research focussing primarily on invasive, hormone- 
based technologies to be used but not controlled by women? Surely it is widely known 
in scientific and medical circles that the deeper you invade the body, the greater the 
repercussions are likely to be? Why is it that barrier and herbal methods receive little 
attention? How is it that US$ 200 million was made available for the development of 
Norplant, while there is next to no funding for the development of barrier methods? 
The counter-question to be posed to scientists involved in developing contraceptives 
is: what norms and ethical principles guide their research? 
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Campaigns & Strategies 


The third session of the second day was devoted to the sharing of 


experiences related to campaigns and strategies to promote women’s 
health. 


Case 1: Reproductive Rights & the Mentally Disabled 


Presenter: Dr. Vrunda Karyekar (MAS UM) 


Background 


Women’s groups in Pune (India) spearheaded a campaign against the violation of the 
fundamental rights of mentally handicapped girls in a state-run home, who were made 
to undergo mass hysterectomy operations on the grounds that they were unable to cope 
hygienically with menstruation and that the Operations would protect them from 
unwanted pregnancies in case of rape. 


The girls were in the 12-20 age group, “consent” was taken from the superintendent 
and supervisory doctors of the home (technically their guardians), and as many as 20 
operations were done in one day. To make matters worse, the operations were used to 
demonstrate and teach a new technique of vaginal hysterectomy practiced by the doctor 
concerned, who was also keen to capitalise on what he thou ght would be the favourable 
publicity generated by his “philanthropic” work. 


Intervention 


The NGOs filed a case against the doctors involved and the Superintendent of the home, 
which attracted considerable media attention. Their main arguments were: 


~ It was the responsibility of the state, since it was running the home, to equip and 
train residents to deal properly with menstruation, which is demonstrably possible 
in the case of all but the most severely handicapped (whose needs ought to be looked 
after by appropriate staff). The specious argument that the girls sometimes smeared 
menstrual blood on walls, etc., was countered with the observation that mentally 
handicapped and/or ill men sometimes urinate in inappropriate places, smear faeces 
on walls, etc., but such behaviour does not lead to the amputation of inconvenient 
body parts. The hysterectomies were, therefore, clearly based on gender bias and 
revealed unjustified discomfort with female bodily functions. 

~ It was the responsibility of the state to look after the residents of a state-run home 
and ensure that they did not suffer sexual or other abuse. Justifying the operations 
on the ground that they would protect the girls from pregnancy through rape 
amounted to absolving the state and its functionaries of this responsibility. Under 
the circumstances, the hysterectomies could well be perceived as an open invitation 
to sexually assault the residents of the home with impunity. 
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The campaign was successful in that it focussed attention on the state of the home (it 
was found, for example, that residents were not even supplied with underwear and 
sanitary napkins — so they could hardly be expected to maintain hygiene during 
menstruation) and generated a public debate on custodial responsibilities, the human 
rights of the mentally disabled, particularly with respect to reproductive health, and 
the gender dimension of this particular form of abuse. Thanks to the campaign, there 
has apparently been some improvement in the living conditions in the home. 


Case 2: Reproductive Rights & Contraception 
Presenter: Nasreen Huque (Naripokkho) 


Background 

Norplant was introduced into Bangladesh through a clinical trial which began in 1985. 
When newspaper announcements in 1987 claimed that the trial was a success and that 
it would be expanded to cover 24 “thanas” (administrative units), a women’s group 
decided it was time to intervene, initially because conditions in thana hospitals were 
far from hygienic and a procedure like implantation could lead to problems under such 
circumstances. 


Intervention 

To begin with they did some background research and then invited a person involved 
in the trial to talk to the group. The situation seemed to be worse than they had originally 
thought. They learnt, for example, that trials had been suspended in Brazil. They 
decided to ask for more transparency in the conduct of the trial in Bangladesh. 


Meanwhile, health activists of the group came across some Norplant “acceptors” who 
were experiencing adverse side-effects. Interviews with them revealed that even 
though they had gone through prior examination to establish their suitability for the 
trial, they were experiencing severe health problems as a result of the implantation. 


An article based on the group’s findings was published in an English-language weekly 
newspaper. A concerned member of the staff of USAID's Population Desk called and 
provided a carbon copy of her own report on the Norplant trials, which not only 
corroborated the group’s own findings but provided more useful information (for 
example, that requests for removal of the device were not being documented by the 
trial). This proved useful in enabling the group to effectively counter the rejoinder sent 
to the newspaper by the doctor involved in conducting the trial. 


The group had had no idea that an article in a newspaper could have such an impact. 
Of course, they were helped by the presence of a sympathiser within USAID. In any 
case, the group’s efforts precipitated USAID’s decision to pull out of further trials. 
However, the success of the campaign was limited because Norplant is still being used 
in Bangladesh, with even some women’s NGOs promoting and providing the device. 
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Case 3: Action for Women’s Health 
Presenter: Fatima Burnad (Rural Women’s Liberation Movement) 


Small is Effective 


A women’s organisation in rural Tamil Nadu (India) mobilises women to get better 
health services through signature campaigns, sit-in demonstrations, protest meetings, 
etc. For example, village women who find that Primary Health Centres (PHCs) are not 
working properly (they are often unstaffed, kept locked, used as a place for playing 
cards or housing cattle, and so on) get together, write petitions, Stage demonstrations 
and eventually get the PHCs to operate as they should. 


In one case, where a woman had died due to complications arising from negligence 
during a family planning operation, women organised a protest which resulted in an 
apology as well as monetary compensation to the family. In another, where women 
found that the PHC offered no help for the common problem of “white discharge,” 
they insisted on a constant stock of the necessary medicine for immediate relief, 
because they did not see the point of a PHC that did not fulfil such a basic and common 
health need. 


Strength in Numbers 

These small but effective actions are developed into major campaigns coinciding with 
the International Day of Action for Women’s Health. One year, for example, women 
questioned the advertisements for the “Copper T” (an intra-uterine device) in local 
buses when no such promotion was seen in the case of condoms. After discussions, it 
was decided that the 28 May campaign that year would be against the aggressive 
promotion of contraceptive methods for women and the neglect of easier and safer 
options that men can use. A large group of women demonstrated outside major public 
hospitals in Madras, holding placards, Shouting and creating an unexpected commotion 
both there and in the public buses they used for transportation. Among the slogans they 
coined was: Control the seed, not the land! 


Another 28 May action also involved a demonstration outside a public hospital in 
which conditions were awful because of overcrowding, lack of cleanliness, corruption, 
etc. Since the sudden and unexpected demonstration attracted considerable attention, 
the hospital administration was shamed into improving the situation. 

During another campaign, the group provided government doctors with information 
about Depo Provera and warned them of protests if it was ever administered in the area. 


These campaigns have served not only to exert pressure on the authorities and thereby 
get things done, but also to develop and/or improve the knowledge base and capacity 
for critical thinking of grassroots women and develop and/or strengthen their leader- 


ship qualities. 
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Case 4: Lobbying for Abortion Rights 


Presenter: Helen de Pinho (Women’s Health Research Unit) 


A Step in Time 

In South Africa, the change of government provided a window of opportunity to 
women’s groups to campaign for the right to abortion to be included in the new 
Constitution and Bill of Rights. They began their efforts by undertaking research to 
establish facts and figures about the situation on the ground in relation to abortion €.g., 
the number of women undergoing illegal abortion, the incidence of mortality and 
morbidity due to such abortions, etc. This was used to calculate the economic reper- 
cussions of continued denial of abortion rights. 


Focus group discussions were organised to get a picture of the opinions and experiences 
of a wide range of citizens with regard to this issue. A spokesperson was identified 
who was well-informed and able to to communicate effectively with the media so as 
to build up public opinion in favour of abortion rights. Care was taken to convey the 
message that abortion was not a favoured contraceptive option, that most women would 
prefer to avoid the procedure, but that it should be available as an option so that women 
could choose to undergo one when necessary. 


The Personal & the Political 


The campaign managers entered into the Constitutional process, sending submissions 
to the Constitutional Assembly which comprised in the main real-life, personal stories 
that illustrated the need for abortion rights rather than formal petitions to demand them 
in the abstract. A full-time parliamentary lobbyist worked to create an informed 
perspective on the issue among parliamentarians. 

Thanks to this systematic approach that sought to cover all bases, the right to abortion 
is protected in the new Constitution, through its special clause about non-discrimina- 
tion, its recognition of the right to privacy and its definition of the right to life in terms 
of a viable child that is born and has inheritance rights. 


Daisy Dharmaraj, Selvy Thiruchandran, 
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Prioritising the Issues 


The first session of the last day began with a presentation by the 
organisers on the priority issues for South Asia that had been identified 
in consultation with some participants, on the basis of the discussions 
that had taken place during the first two days of the meeting. The points 
listed below emerged during this intense small group discussion. They 
highlight the perspectives of women in the region on the problem of 
MMM vis a vis the overall status of women’s health and outline some of 
the urgent tasks that lie ahead: 


Contextualising the Problem 


In South Asia, the problem of MMM has to be seen in the context of several other 
issues relevant to women’s health. 


There is need to collect, collate and analyse gender-disaggregated and women-sensi- 
tive data on women’s health — distinct from demography-driven measures and 
Statistics which are often misleading — if the root causes and consequences of MMM 
are to be clearly identified. 


The political, economic, social and cultural dimensions of women’s access to health- 
care have to be recognised, while the roles played by the private sector, the NGO sector 
and the public (state) sector in healthcare service provision have to be clearly under- 
Stood, if strategies to combat MMM are to be effective. 


There is need to validate and promote indigenous systems of medicine which have the 
potential to vastly improve women’s access to appropriate healthcare that can fulfil 
their real needs. 


Health activists must recognise that violence against women is a health issue because 
it affects women’s physical, mental and social health. It is necessary to build up data 
on the links between violence and women’s health, including MMM. 


It is necessary to focus attention on the endangered girl child in the region, especially 
in the five to 15 age group, and to develop gender and health awareness among both 


boys and girls. 


Since different countries of the region have varying experiences with abortion it is 
necessary to share and learn from each other’s experiences. 


Since the responsibility for population control has been put on women and almost all 
research on new contraceptive technologies is directed at women’s bodies, it is 
necessary to call for the establishment of ethical norms in research which respect 


women’s bodily integrity. 
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Women’s problems within the family must be seen in the context of patriarchal family 
structures which assign particular roles to women at different stages in their lives and 
perpetuate unequal power relations among them as well as between them and male 
members of the family (e.g., demonising the mother-in-law is not as helpful as 
attempting to understand why some women behave as they do when they become 
mothers-in-law and then trying to change their attitudes and behaviour). 


While the involvement of men in the promotion of women’s health is clearly required, 
the women’s movement in the region has to evaluate whether it has the sources to take 
on this additional responsibility or would be more effective concentrating on women 
and leaving it to sensitive men to motivate fellow men. 


In the discussion that followed, some significant points were made, which are outlined 
below: 


Establishing Linkages 


The links between violence against women and MMM are not often stressed. Perhaps 
‘nformation on this can be brought to the attention of the UN’s Special Rapporteur on 
Violence against Women. 


One aspect of women’s health that has barely been touched upon is the question of 
women’s mental health, which has a bearing on MMM. 


Not enough attention has been paid to the work load borne by women which, together 
with malnutrition, contributes significantly to MMM. 


» oy ) , . ; if 
Pallavi Patel, Makhduma Nargis, Sultana Rahman. 


? 


W//YATDD Dannvt nm the A cerns. LCioamshim 


* Another area left untouched by the discussions so far is the question of the work-related 
and occupational hazards that affect women’s health. 


* Apart from gender-disaggregated and sensitive data relating to women’s health per se, 
there is need for gender disaggregation and Sensitivity in relation to data on general 
morbidity — e.g., malaria and other diseases — in order to get a realistic picture of 
women’s overall health status and experience of ill-health. 


Infrastructure & Investment 


* For women to have access to the full range of healthcare services that they need, 


functioning linkages must be established between primary, secondary and tertiary 
healthcare. 


* In terms of access, it is vital to address the problem of inadequate infrastructure 


(including personnel) and to pressurise the government to properly carry out its own 
policies and programmes. 


* It is necessary to critique the lopsided budget allotments for health versus population 
control because lower budgets for general healthcare affects people’s quality of life 
and MMM. 


* There is an urgent need to ensure that the State does not pull out of healthcare by 
monitoring developments in the field. 


« Itis also important to keep abreast of the developing situation in the area of healthcare. 
It is vital to try and keep track of the investments being made in healthcare (through, 
say, bilateral and multilateral funds), the kinds of programmes being formulated, the 
ways in which the money is being spent, etc. It is necessary to update information on 
shifts within the government machinery — for instance, in India, whether responsibil- 
ity for healthcare is to be shifted to panchayat bodies. This kind 
of information — notoriously difficult to obtain in the region — is required to figure 
out who to negotiate with when and how. 


Planning Interventions 


« It is necessary to first clearly define the minimum requirements of basic preventive, 
diagnostic and curative healthcare for women. Activities can then be planned at three 
levels: 
~ Work with communities, providing information, helping them to analyse their 
situation (including the role of patriarchy in their lives), moving towards changes in 
attitudes, mindsets and behaviour. Such delicate community-based work clearly has 
to be handled with care and sensitivity and will therefore be slow to yield results. 

~ Public campaigns, articulating people’s/women’s demands regarding the minimum 
components of basic healthcare services, protests about the non-availability and 
accessibility of services and the push towards privatisation, etc. Maternal health 
could be taken as a priority issue within reproductive health and used to highlight 
the failure of the system as well as the ways in which the situation could be improved. 

~ Advocacy, working with government officials and institutions. other NGOs, etc., to 
enhance their understanding of issues related to women’s health and thereby bring 
about changes in the healthcare delivery system. 


It may be necessary to also work with private healthcare providers since they already 
have a significant presence in the field, which may be further enhanced by the entry 
Cc ‘ 
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of business corporations and industrial houses into the healthcare sector in the region. 
Also, international funding organisations may also need to be targetted to improve their 
understanding of people’s/women’s needs and the impact of certain policies and 
programmes on people’s/women’s lives. 


Regional Collaboration 


The issue of privatisation of healthcare could be one area in which regional collabora- 
tion may be illuminating and useful, especially in view of the revelation at this meeting 
that a well-known Indian hospital chain is turning multinational and establishing its 
presence in Nepal and Sri Lanka. 


Another area where regional networking may be fruitful is in the question of inequi- 
table international trade relations, especially in terms of its impact on the healthcare 
sector. Information-sharing can help the people of each country to learn and benefit 
from each other’s experiences. 


Violence could be a common regional theme — with violence seen not only in terms 
of physical and mental violence but also as emanating from the denial of rights (1.e., 
violation of rights is also violence). Since violence against women is also the current 
focus of the UN (199671997? has been declared the International Year against 
Violence against Women), this may be an appropriate way to draw public attention to 
unabated and unnecessary MMM as a form of violence against women. Since violence 
against women occurs in every society, even though the manifestations may be 
different, such a theme could be used and interpreted as appropriate for each country. 


Thrust Areas 


After this general discussion, participants met in separate groups to more thoroughly 
discuss three important issues that need to be addressed in order to promote women’s 
health and reduce MMM: 


A. Essential comprehensive healthcare for women 
B. Violence against women 


C. Adolescent health 
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Pointers for Coordinated Action 


In the penultimate session of the third day, the three groups presented 
summaries of their discussions, which are reproduced almost verbatim to 
Capture the flavour of each: 


A. Essential, Comprehensive Healthcare for Women 
The discussion on the kind of healthcare services that would adequately, appropriately 
and effectively address women’s needs dealt with a wide range of issues and threw up 


more questions than answers, especially in the context of recent and ongoing changes 
in the healthcare field. 


Purpose of collaboration 
To strengthen each other’s efforts and enable effective collective and/or supportive 


action through the exchange of information, ideas and Strategies in the area of women’s 
health. 


Issues discussed 


. The failure of the public healthcare system to deliver healthcare to the majority of the 
population. 


The following were some of the questions debated in the group discussion: 


. Should NGOs collaborate in the present process in which the state is handing over 
responsibility for healthcare to private organisations (NGOs, private trusts and foun- 
dations, corporations and industrial houses, etc.)? What are the implications of this 
process for the majority of people in the region, especially in the context of essential 
maternity care? If this trend cannot or is unlikely to be reversed, what checks and 
balances must be instituted by the state to ensure that the majority of people, including 
women, have real access to quality healthcare? 


. How can people be enabled to demand accessible, appropriate and affordable quality 
healthcare services as a fundamental right? 


- How can the current infirmities of the public healthcare system, which prevent it from 
meeting people’s real healthcare needs, be effectively addressed — at the level of 
communities (e.g., through elected panchayat representatives in India and their equiva- 
lents or other community leaders in other countries), through public campaigns and/or 
advocacy, through mutual communication and support within the region, and so on? 


With regard to collaboration, the group felt that the first and most urgent task would 
be to fill existing gaps in information on the realities of the healthcare scenario in each 
country. The second would be to share and analyse the information, within each 
country and then regionally. Once the many common characteristics, trends and 


yl > healthcare systems of the region are clearly identified and discussed. 
problems in the healthcare systems of t g ‘ arly a 
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collaborative strategies for action to improve the situation with regard to women’s 
health and MMM can be evolved. 


The absence or inadequacy of clearcut policies relating to public health in general and 
women’s health in particular. 


The following are the main points that emerged during the discussion: 


Most — if not all — countries of the region have national health policies but some of 
them are quite outdated (e.g., India’s National Health Policy was formulated in 1983). 
There is an urgent need to examine and review existing policies within each country 
and regionally, particularly in the context of the changing economic situation at the 
national, regional and international levels. 


_ Asimilar process is required for the review and reformulation of national drug policies, 


with special emphasis on the availability and pricing of essential drugs that are vital 
for people’s health security. 


The group felt that this collaborative process would facilitate the process of advocating 
revisions in national health policies that would reflect a commitment to essential, 
comprehensive healthcare services that address the basic health needs of the majority 
of citizens, including women. 


Other areas of collaboration would be lending mutual support to such national efforts 
and, possibly, putting essential, comprehensive healthcare for women on the agenda 
of the South Asian Association for Regional Cooperation (SAARC). 


_ The need for systematic and effective gender sensitisation of the medical and health- 


care establishment from top to bottom, including medical students. 


Here, too, the group felt, collaboration would involve the exchange of information and 
material that could help groups in each country develop appropriate methods to take 
this process forward (e.g., in South Africa, medical education now incorporates a 
course in women’s health within the public health curriculum, which could be studied 
and possibly modified to fit into medical education systems in South Asian countries) 


Other suggestions 


. The establishment of steering committees (at the district or state level in India and 


appropriate levels in other countries) to investigate and discuss every maternal death 
(for which a functional system of notification or registration must be set up) so that 
causes can be identified and corrective action taken. 


. The involvement (after appropriate training/orientation) of panchayat/nagarpalika 


institutions and members (in India) and/or other appropriate people’s fora in monitor- 


ing primary healthcare services to ensure that they fulfil the basic needs of the majority 
of citizens. 


. The provision and/or strengthening of essential and emergency care services at the 


secondary level to provide support to primary healthcare services. 


. The promotion of dialogue and cooperation between the public healthcare estab- 


lishment and institutions with a track record of successfully and effectively responding 
to women’s health needs in order to bring about positive changes in public healthcare 
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Services through the infusion of a fresh orientation as well as new ideas and skills 
(including accurate documentation of people’s health status). 


. The identification of “hot zones” where MMM rates are very high, using parametres 
or criteria that are not purely demographic but more indicative of women’s true status, 
with a view to encouraging concentrated work to improve the situation in these areas. 


- The establishment of norms for the pharmaceutical industry that would help protect 
even illiterate consumers from the potentially harmful effects of certain drugs (e.g. 
through the graphic depiction on drug packages/bottles of warnings that the medicine 
inside is not to be administered to pregnant women). 


B. Violence and MMM 


Why collaborate? 


. Given the commonality of certain social, cultural, structural and political traits within 


the region, women in South Asia can learn and support each other in their work and 
Struggles. 


. There is a need to work together and emerge as a collective force in order to fight larger 
forces (such as the state, multinational corporations, etc.). 


- It is necessary to understand violence within the family because it makes state violence 
difficult to oppose and fight. 


. There is an urgent need to improve the information base in the region through the 
sharing of experiences, which would also help develop a deeper understanding of issues 
with a regional perspective. 


Links between MMM and violence 

Among the forms of violence that can have a negative impact on women’s health and 
contribute directly or indirectly to MMM are: 

. Various forms of violence within the family, ranging from the physical to the emotional 
and including beating, marital rape, childhood sexual abuse, teenage pregnancy, sex 
selection, etc. 


. Forced, illegal and/or unsafe abortion 
. Rape and its aftermath, including denial of healthcare services to rape victims 
. Neglect of and overworking of pregnant women 


. The sexual abuse of female domestic help 


Population control methods and programmes that involve new, invasive technologies, 


forced abortion, etc. 


State violence against women, in the form of custodial rapes, violence perpetrated 
during communal and caste riots, situations of political conflict, etc. 


Emotional and psychological trauma 
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Abuse of patient-doctor relationships (through rape, sexual abuse, over-medication or 
inappropriate medication, profiteering through healthcare, etc.) 


Religious/cultural beliefs and practices that involve violence 

Focus 

Although the group defined the issue of violence in the broadest possible sense as 
“physical, emotional, psychological and social violence to her person,” it agreed to 


focus over the coming year on MMM resulting from violence. 


Working strategy for collaboration 


_ Use existing fora — such as WGNRR and CHETNA — to share and circulate 


information and ideas regionally 


- Collect case studies of MMM due to violence 
. Organise a signature campaign on the basis of the case studies 


_ Politicise the issue by taking it up with governments as well as international organisa- 


tions such as the WHO, the UN Population Fund (UNFPA) and the World Bank 


_ Assess work after six months of activity 


C. Adolescent Health and MMM 


For the purposes of this discussion, adolescents were defined as boys and girls in the 
10-19 age group. 


Rationale for focussing on adolescents 


. Although they constitute a large proportion of the population of the region, their health 


needs are neglected; adequate and appropriate attention to their health problems could 
result in a reduction in MMM. 


_ Theirs is a sensitive and receptive age group, which holds out the possibility of enabling 


positive changes in attitudes and behaviour relevant to health. 


. If this age group is provided with proper information, education and counselling, they 


could serve as role models who could help bring about attitudinal and behavioural 
changes in the communities to which they belong. 


Objective of collaboration 


To reduce MMM in the region by educating and sensitising adolescents and thereby 


bringing about changes in their attitudes towards health and related behavioural 
patterns. 


Problems 


. Ignorance among adolescents about their own sexuality, reproductive health and health 


rights. 


. Lack of health policies that address their health needs and lack of health services to 


cater to their needs and problems. 
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Socio-economic and cultural factors such as inadequate and/or improper nutrition, 
early marriage, teenage pregnancy, unsafe abortion. 


Other issues to be addressed 
Sexually Transmitted Diseases (STDs), HIV/AIDS 


Trafficking in children (especially girls) and prostitution 
Drug abuse 


Sexual/cultural violence 
Child labour, heavy workload, high school dropout rate 


Activities & Strategies 


- To combat ignorance: 


Education to promote: 
a. Body and health awareness 
b. Gender sensitivity and concepts of family life 


Counselling 


Regular health check-ups, including maintenance of health card to chart health status 


- To fill gaps in policy and services: 


Advocacy for inclusion of adolescent health concerns, needs and problems in health 
policies and programmes formulated by governments, NGOs and international agen- 
cies. 


Motivation, encouragement and support to the government, NGOs and international 
agencies for the provision of adolescent health services 


. To address socio-economic and cultural problems: 


Awareness-raising and gender sensitisation of teachers, parents and communities 


Counselling 


Support services to governmental and non-governmental organisations dealing with 
adolescents 


Vocational training and recreational activities for adolescents 
Encouragement of adolescent group formation through existing or new organisations 


Involvement of adolescents in planning activities and programmes for their age group 
and in implementing these 


Collection and sharing of currently used curricula/programmes relating to work among 
adolescent for regional review and learning 
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Taking Responsibility 


I, the last session of the meeting, the discussions that followed 
the group presentations resulted in some concrete outcomes meant to carry forward 
the process of combating MMM at the regional level: 


A voluntary task force comprising volunteers from each country was set up to work 
on developing within a six-month period a clear picture of the basic maternity care that 
women need at the micro level of the village, taluk and district or equivalent geographi- 
cal/administrative units of each country. Once the initial ground work has been done, 
it was resolved, national meetings would be organised to consolidate the findings and 
a regional meeting to share information and ideas would follow. 


CHETNA and WGNRR agreed to be the national and international focal points 
respectively for the collection and dissemination of information relating to violence 
and women’s health to participants. 


. Masum and the Voluntary Health Action of India (VHAI) agreed to be focal points for 
collecting and disseminating information in the area of adolescent health to partici- 
pants. 


In her closing remarks, Martha de la Fuente mentioned that an article on the meeting 
would appear in the subsequent edition of the WGNRR newsletter and the complete, 
printed report of the meeting would be ready in a few months. She also informed 
participants that similar regional meetings were scheduled to take place in Latin 
America and South-East Asia over the coming months, which would be followed by 
an international meeting with representatives from each region to finalise future plans 
and strategies to guide to global struggle against MMM. 


Daisy Dharmaraj of PREPARE, one of the two host organisations, thanked the 


participants for ensuring the success of the meeting through their lively, informed and 
sincere discussions. 


: 


WGNRR - Report on the Asian Region 


Annexure |] 


Brief Description of Participants 


BANGLADESH 


Ms. Rokeya Begum (UBINIG - Policy Research for Development Alternatives) 

As an activist of UBINIG, she has been involved in monitoring the population control 
programme in Bangladesh, including the use of imported contraceptives. She has now 
started organising “dais” (midwives or traditional birth attendants) in rural and urban 
areas and holding meetings with women on health issues. She also writes on health 


issues in a fortnightly journal, “Chinta,” and is involved in other activities of the 
Bangladeshi women’s movement. 


Ms. Nasreen Huque (Naripokkho) 


Dr. Makhduma Nargis (Bangladesh Mahila Parishad) 

As a physician, she works as the Chief Medical Officer in a semi-government 
organisation. She has been involved as a volunteer with BMP, the biggest women’s 
organisation in Bangladesh, since its inception 26 years ago. She is involved with the 
organisation’s efforts to create awareness among women about gender-based injustice 
as well as its health programme. 


Ms. Sultana Rahman (Gono Unnayan Prochesta) 


INDIA 


Dr. Nimitta Bhatt (Trust for Reaching the Unreached and the Gujarat Voluntary 
Health Association, Gujarat) 

Through TRU, she runs two community health projects which involve training, health 
education, rational therapy education to medical and paramedical personnel, organis- 
ing and raising awareness about rights among women, income generation for women, 
reproductive health education for men and women of all ages, and creative activities 
and supplementary education for children. Through GVHA, she works towards pro- 
moting a gender perspective among other NGOs; is involved with lobbying and 
advocacy on issues like pre-natal sex determination and selection, population control, 
Norplant, rational drug policy and women’s health, as well as training health workers, 
generating demand for healthcare at the state level by working with grassroots groups 
such as women panchayat members, community health workers, etc. 


Ms. Rumeli Das (Child in Need Institute, West Bengal) 

As a Senior Project Officer, she coordinates CINI programmes relating to safe 
motherhood, child survival, food and nutrition. She also plays administrative and 
technical roles in the organisation’s Under-Five Clinic and Nutrition Rehabilitation 
Centre. In addition she undertakes training of “dais” (traditional birth attendants), 
nurses, and the staff of CINI and other NGOs. 


Ms. Deepa Dhanraj (Independent Film-maker, Karnataka) 
A documentary film-maker with a special interest in women’s issues, she has made 
two films related to women’s health in the context of population control: “Something 
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Like A War” (1991) and “The Legacy of Malthus” (1994). In the recent past she has 
produced training modules on video for elected women members of “gram panchayats” 
(official, village-level organisations for local self-governance) to raise their awareness 
of issues, including healthcare, that they can tackle as elected representatives of their 
village communities. 


Dr. Daisy Dharmaraj (PREPARE, Tamil Nadu) 

Director of PREPARE (India Rural Reconstruction and Disaster Response Service), 
she has been working in the field of primary health care, training of birth attendants 
and developing referral systems among adivasi (tribal), dalit (“lower caste”) and 
fisherfolk women for over a decade. Some of the other areas of work she has been 
involved in include disability limitation, HIV/AIDS, and campaigns against harmful 
contraceptives, pesticides and baby food substitutes. 


Ms. Fatima Burnad (Rural Women’s Liberation Movement, Tamil Nadu) 

A social and political activist with RWLM, she has been working on issues affecting 
poor and Dalit women in rural areas, including health and violence against women. 
Their health-related activities are designed to pressurise the government to provide 
better health services, particularly for women, and to prevent distress and suicide 
through a Women’s Reproductive Referral Health Centre. 


Sr. Pilar Guedea (Mahila Jagriti Kendra, Bihar) 

Born in Spain, she came to India as a social worker in 1964. Initially she headed a 
school for the children of tea garden workers. Since 1973 she has been living in a tribal 
village in Bihar, working with a team on community organisation and adult education. 
The experience kindled her interest in women and their health, which led her to form 
the MJK, which works among Dalit and tribal women in the areas of education 
(including health education, especially on herbal remedies for women’s health prob- 
lems, contraception, diaphragm use, etc.), awareness-raising and organisation (forming 
village-level women’s groups, protesting against violence against women, etc.). MJK 
is also involved in training activists of other groups. 


Ms. Ammu Joseph (Freelance Journalist, Karnataka) 

A journalist with a special interest in issues relating to women and children, she worked 
with several mainstream publications in Bombay before deciding to freelance from 
Bangalore. Apart from articles on social issues for various newspapers and magazines, 
she writes a fortnightly column for children introducing them to social issues and 
current affairs. She also undertakes editorial consultancy and documentation assign- 
ments related to social issues. Deeply interested in media analysis, she has co-authored 
a book, “Whose News? The Media and Women’s Issues” (Sage, 1994). 


Ms. Indu Capoor (CHETNA, Gujarat) 

A trained nutritionist, she is the Founder-Director of CHETNA (Centre for Health 
Education, Training and Nutrition Awareness), which began its activities in the field 
of women’s and chidren’s health and development in 1980. Functioning through two 
establishments — the Child Resource Centre (CRC) and the Women’s Health and 
Development Resource Centre (WHDRC) — CHETNA works primarily as a support 
organisation for the capacity-building of functionaries, predominantly in the Indian 
States of Gujarat and Rajasthan. Capoor coordinates CHETNA’s activities, which 
include strengthening organisational and personal capacities through trainings, dis- 


semination of information, networking and advocacy at the state, national and inter- 
national levels. 
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Dr. Malini Karkal (Health researcher and consultant, Maharashtra) 

Now retired from her post as Professor and Head of the Department of Public Health, 
International Institute for Population Sciences, Mumbai (Bombay), she undertakes 
research and consultancy on issues related to women and population. A member of 
FINRRAGE and the Indian Associations of Population Studies, Women’s Studies and 
Public Health, she has been a consultant to the International Labour Organisation, the 
World Health Organisation and the Indian Council! of Medical Research. 


Dr. Vrunda Karyekar (Mahila Sarwangin Utkarsh Mandal, Maharashtra) 
Working as a health specialist with MASUM, she is closely involved with the Feminist 
Health Centre set up by the organisation to provide quality health services to rural 
women. The Centre promotes drugless therapies, nutritious food habits, therapeutic 
exercises and alternative systems of healthcare, provides counselling, and has estab- 
lished links with primary, secondary and tertiary healthcare services. The organisa- 
tion’s future plans include a Holistic Medicine Training Centre for laypersons, para- 
medical staff, nurses and doctors. Among MASUM’s other programmes are: “Streed- 
han” (based on the Gramin Bank experience in Bangladesh), a handloom weaving 
centre and a village-level rational drug outlet. 


Dr. Roopa M. (Vivekananda Girijana Kalyana Kendra, Karnataka) 

As a medical doctor with the VGKK, an organisation working among tribals, she is 
involved in its healthcare and health education activities, as well as its rehabilitation 
centre for patients of leprosy and tuberculosis. Apart from general healthcare and the 
treatment of leprosy, tuberculosis and epilepsy, she is involved with maternal and child 
healthcare and nutrition programmes. The VGKK also conducts training programmes 
for traditional birth attendants and health workers. The organisations other activities 
include education (it runs a full-fledged residential school), vocational training and 
awareness-raising on the rights of tribal people. 


Ms. Ratan Paliwal (Seva Mandir, Rajasthan) 
Dr. Vinay Pandse (RNT Medical College, Rajasthan) 


Ms. Pallavi Patel (CHETNA, Gujarat) 

A trained nutritionist, she is a founder-member of CHETNA, a support organisation 
involved in capacity-building activities among governmental and non-governmental 
organisations working in the field of women’s health, child health and other develop- 
mental issues. She is responsible for coordinatng the organisations activities related to 
women’s health and development. 


Dr. Imrana Quadeer (Health researcher and educator, New Delhi) 

Chairperson of the Department of Social Medicine, Jawaharlal Nehru University, 
Delhi, she describes herself as a critical thinker on health issues. She has been 
associated with several studies related to health and has participated in activities to 
promote a sharper understanding of women’s health in the context of current national 


and international developments. 


Ms. Shobha P. Shah (Society for Education, Welfare and Action - Rural, Gujarat) 
SEWA-Rural is involved in efforts to promote the overall development of tribal people. 
Health was the first issue it focussed on. Now it is also involved with activities relating 
to women’s development, education for women and youth and technical training. She 
is particularly responsible for training staff from the governmental and non-govern- 
mental sector in the areas of maternal and child health, primary healthcare and 
population education. She also provides promotive and curative healthcare services. 


WGNRR - Report on the Asian Region 


besides preparing health education materials and undertaking research and documen- 
tation, particularly on maternal mortality. 


Dr. Mira Shiva (Voluntary Health Association of India, New Dethi) 

A medical doctor, she heads the Public Policy Division of VHAI. She is also coordi- 
nator of the All India Drug Action Network and Asia representative of the International 
People’s Health Council and People’s Health Network, besides being a member of the 
Medico-Friends Circle and the National Working Group on Patent Laws and partici- 
pating in health-related expert groups, task forces, etc., set up by government depart- 
ments and institutions as well as non-governmental organisations. Her key concerns 
are: the commercialisation and pharmaceuticalisation of healthcare; the increasing 
exploitation of people in the name of healthcare; the growing economic disparities 
resulting from globalisation structural adjustment and unequal trade relations; the 
intellectual property rights debate in the context of medical drugs; the role of multilat- 
eral agencies in the area of health, etc. She is actively involved in attempts to 
incorporate the women’s health perspective into medical education and NGOs. 


Ms. Nirmal Singh (Sarthi, Gujarat) 

Working as a women’s programme coordinator, she is involved in training midwives 
as well as male and female health workers, planning health programmes and mobilising 
women on rights issues. 


NEPAL 


Ms. Purna Shova Chitrakar (Women Development Society) 

As chairperson of WODES, she works on programmes to promote women’s rights and 
development in the areas of health, income generation, education and childcare. The 
organisation has also undertaken research on different systems of marriage, various 
communities, prostitution, etc. It organises mass rallies and meetings to protest against 
violence against women and conducts programmes to raise awareness about women’s 
health, marriage, nutrition, sanitation, social evils, etc. | 


Ms. Bhuwan Dangal (Women’s Rehabilitation Centre) 

As a public health nurse, she is involved in a community-based family planning 
programme as well as a maternal and child health clinic in a remote rural area, which 
provides promotive, preventive and curative healthcare services. Other services, such 
as non-formal education, legal education, income generation, are incorporated into the 
organisation’s work. The group also provides training to community health workers 


and field workers. WRC is particularly concerned about the illegal practice of traffick- 
ing in girls. 


Ms. Shobha Goutam (Media Person) 

A reporter with “Shree Sagarmatha” and “Everest Herald” (a national daily), she is a 
member of Sancharika Samuha, a women communicators’ group, as well as the Nepal 
Institute of Mass Communication. She has specialised in investigative articles on issues 
relating to women, children and health. She is involved in theatre activities and was 
assistant director of a docu-drama about trafficking in girls. She also produces a 
fortnightly video magazine programme on women and is a reporter on another video 
magazine programme focussing on the environment. 


Ms. Sharu Joshi (Social Welfare Council) 

AS assistant director of the SWC and chief of its NGO Coordination Section (providing 
links between NGOs, INGOs and the government), she is responsible for facilitating 
the activities of women’s groups and making recommendations regarding policy and 
legislation to the Ministry of Women and Social Welfare, under which the SWC 
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functions. Finding that reproductive health is often not a priority issue with grassroots 
women’s organisations, she is interested in promoting reproductive health as a human 
right. She coordinates the activities of NGOs which have begun to work on issues such 
as trafficking in girls, sexual harassment, sex education, etc., which are linked to 
reproductive health and MMM. She has done research on the effects of Hindu religious 


beliefs and practices on women’s health as well as the “pollution and purification of 
female sexuality.” 


Ms. Seeta Lamichhane (Swiss Development Project) 

Working as a senior public health nurse with a project involved in primary healthcare, 
maternal and child health and family planning, she undertakes training of the personnel 
of healthposts, sub-healthposts and primary health centres and provides health educa- 
tion to communities. She also Supervises and supports the work of healthposts, 
Sub-healthposots and PHCs, and manages MCH and FP clinics serving communities. 
In addition, she is engaged in district-level planning for health and coordination 
between various health centres and programmes. 


Ms. Bidyalaxmi Manadhar (Ministry of Women & Social Welfare) 


Dr. Paden Pradhan (Public Health Concern Trust) 

The PHCT aims to empower people through the provision of sustainable, alternative, 
community-based healthcare services to the poor and deprived sections of the popula- 
tion and other health-related activities. As director of its Community Health Develop- 
ment Programme, her attempt is to create a successful model that can be replicated. At 
present, the organisation provides promotive, preventive and curative primary health- 
care services, backed up by a referral hospital that offers secondary level services. 
Since training is a major component of PHCT’s work, she is involved in developing 
training packages for different levels of health personnel and grassroots, frontline 
workers, in addition to planning, developing and implementing programmes and 
networking with the government, other NGOs and INGOs. 


Ms. Provita Subedi (Centre for Women and Development) 


Dr. Aruna Uprety (Resource Centre for Primary Health Care) 


NETHERLANDS 


Ms. Martha de la Fuente (Women’s Global Network for Reproductive Rights) 

The MMM Campaign Coordinator, she works in the Coordination Office of the 
WGNRR in Amsterdam. Originally from Argentina, she has substantial experience in 
the health field and in the feminist movement. 


SRI LANKA 


Ms. Indira Hettiarachchi (Plantation Housing & Social Welfare Trust) 

The PHSWT, a non-profit, independent organisation formed by a cabinet memoran- 
dum, is mandated to organise and coordinate programmes in the country’s plantation 
sector to improve the health and physical quality of life of estate workers in collabo- 
ration with governmental and non-governmental organisations. As a medical doctor 
and director of the organisation’s Health and Women’s Programmes, she coordinates 
and manages estate health programmes under the national health programme as well 


as projects funded by international donors. 
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Dr. Selvy Thiruchandran (Women ’s Education and Research Centre) 

The WERC is involved in research on gender, publication of a biannual newsletter, a 
biannual feminist journal and books on gender, workshops and seminars, and projects 
for marginalised women such as refugees, slum dwellers, urban and rural poor and sex 
workers. 


SOUTH AFRICA 


Dr. Helen de Pinho (Women’s Health Research Unit) 

A medical doctor currently specialising in community health, she is presently involved 
in a study looking at the long-term effects of hormonal contraceptives. Earlier she 
worked in policy development and research in the area of women’s health and was part 
of a Reproductive Health Alliance lobbyng for the liberalisation of abortion laws in 
South Africa. Originally trained as a teacher, she is involved in promoting reform in 
medical education, particularly with respect to curricula. 
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Annexure 2 
Directory of Participants 


INDIA Ms. Ammu Joseph 
Untill March 1997 
Ms. Deepa Dhanraj 103, 10th Cross Road 
268, Sth Cross Ilrd Main Indiranagar, Stage I 
Ist Block, Koramangala Bangalore, 560038 
Bangalore - 560 034 Subsequently 
No. 71, S.T. Bed 
Ms. Fatima Burnad Koramangala 
Kallaru, Perumuchi Village Bangalore 360 034 
and Post, 
Arakkonam -631002 Ms. Pallavi Patel 
Ms. Indu Capoor 
Dr. Daisy Dharmaraj CHETNA 
PREPARE Lilavatiben Lalbhal’s Bungalow 
No-4 Sathalvar Street Civil Camp Road, Shahibaug 
Mogappair West Ahmedabad - 380 004 
Madras - 600 058 Gujarat 
Dr. Imrana Qadeer Sr. Pilar Guedea 
CSMCH/SSS Mahila Jagriti Kendra 
Jawaharial Nehru University P.O. IE Gomia 
New Delhi - 110 067 Bokaro District 
Bihar - 829112 
Dr. Mira Shiva 
REACT. Dr. M. Rupa 
Tong Swasthya Bhavan Vivekananda Girijana Kalyan 
40, Institutional Area Kendra 
South of TIT, New Delhi D.R. Hills, P.O. 571313 
Mysore Dist., Karnataka 
Dr. Vrunda Karyekar 
MASUM Dr. Rumeli Das 
11, Archana CINI, VUI Daulatpur 
163 Solapur Road P.O. Pallan, Via-Joka 
Hadapsar, Pune -411028 24, Parganas 743512 (W.B.) 
Ms. Nimitta Bhatt Ms. Ratan Paliwal 
210, Mangaldeep Complex Seva Mandir 
Old Fatempura 


Opp. Massonic Hall | 
Productivity Road Udaipur -313001 
Alkapuri, Baroda -390005 Rajastan 


Dr. Vinaya Pendse 

RNT Medical College 
Sunder Sadan 

Opp. SBI, Ravindra Marg 
Udaipur - 313001 


Ms. Nirmal Singh 
Sarthi, P.O. Gadhar West 
389230 

Via Lunawada 

Taluka -Santrampur 
Panchmahals, Gujarat 
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Dr. Shobha Shah 
SEWA Rural 
Jhagadla -393110 
Dist. Bharuch 
Gujarat 


Dr. Malini Karkal 
4 Dhake Colony 
Andheri (W) 
Mumbal -400053 


NETHERLANDS 


Ms. Martha de la Fuente 
WGNRR 

NZ Voorburgwal 32 

1012 RZ Amsterdam 


SOUTH AFRICA 


Dr. Helen de Pinho 

Women’s Health Research Unit 
Dept. of Community Health 
University of Cape Town 
Medical School, Anzio Road 
Observatory, 7925 

Cape Town 


NEPAL 


Dr. Aruna Uprety 

Resource Centre for Primary Care 
P.O. Box 117 

Kathmandu 


Ms. Bidyalaxmi Manadhar 
Ministry of Women &Social Welfare 
Social Welfare Council Building 
Lekhanath Marg 

Lainchaur - Kathmandu 


Ms. Bhuwan Dangal 
Women’s Rehabilitation Centre 
Gaurighat, P.O. Box -4857 
Kathmandu 


Ms. Purna Shova Chitrakar 
Women Development Society 
P.O. Box 5840 

Ravi Bhawan 

Kathmandu 
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Dr. Paden Pradhan 
Bagbazar, GA2 798 
Bagbazar, Kathmandu 
GPO Box 6064 


Ms. Shobha Goutam 

SHREE Sagarmatha National Daily 
P.O Box 5188, Bagbar 

Kathmandu - Nepal 


Ms. Sharu Joshi 
Social Welfare Council 
P.O. Box -2948 
Lainchaur, Kathmandu 


Ms. Seeta Lamichhane 
PHC/MCH/FP. Project 


Charikot/Dolakha 
Swiss Development Cooperation 


SRI LANKA 


Dr. Indira Hettiarachchi 


Plantation Housing & Social Welfare Trust 


C/79 Gregory’s Avenue 
Colombo 7 


Ms. Selvy Thiruchandran 


Women’s Education & Research Centre 


58, Dharmarama Road 
Colombo 6 


BANGLADESH 


Ms. Makhduma Nargis 
Bangladesh Mahila Parishad 
10/B, Segun Bagicha 

Dhaka - 1000 


Ms. Nasreen Huque 
Naripokkho 

Heller Keller International 
51, Dhanmandi 

R/A Road 9 A, Dhaka 1209 


Ms. Rokeya Begum 


UBINIG Policy Research for Development 


Alternatives 

5/3 Barabo, Mohanpur 
Ring Road, Shaymoll 
Dhaka - 1207 


Ms. Sultana Rahman 


Gono Unnayan Prochesta 
Dhaka - 1207 
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Co-organisers: 


Women’s Global Network for Reproductive Rights 
NZ Voorburgwal 32 


1012 RZ Amsterdam 

The Netherlands 

Tel: (31-20) 6209672 

Fax: (31-20) 6222450 
E-Mail: wgnrr@antenna.nl 


CHETNA 

Lilavatiben Lalbhai’s Bungalow 

Civil Camp Road 

Shahibaug 

Ahmedabad 380 004 

India 

Tel: (91-79) 7866695/7866691/7868856 
Fax: (91-79) 7866513/6420242 


PREPARE 

4 Sathalvar Street 
Mogappair West 

Madras 600 058 

India 

Tel: (91-44) 654211/655015 


The Women’s Global Network for Reproductive Rights is an autonomous Network of 
individuals, groups and organisations that support and Campaign for women Ss repro- 
ductive rights. 


The Network has been in existence and growing since I 978. Presently the Network has 
about 1550 members and subscribers in 115 different countries in every continent of 
the world. 


Until now we have defined reproductive rights as follows: 

“Reproductive rights means women’s right to decide whether, when and how to have 
children- regardless of nationality, class, ethnicity, race, age, religion, disability, 
sexuality or marital status- in the social, economical and political conditions that make 
such decisions possible.” 


Reproductive rights means the right and access to: 
© full information about sexuality and reproduction, about reproductive health and 


health problems, and about the benefits and risks of drugs, devices, medical 
treatments and interventions, 

© good quality comprehensive reproductive health services that meet women’s needs 
and are accessible to all women, 

° safe, effective contraception and sterilisation; 

¢ safe, legal abortion; 

* safe, woman-controlled pregnancy and childbirth; 

* prevention of and safe effective treatment for the causes of infertility. 


Women do not have reproductive rights anywhere in the world, although the conditions 
in which we are denied those rights may differ. 


Members and supporters work independently in their own countries. A small office in 
Amsterdam coordinates the Network, assisted by a local board. Major priorities and 
areas of work at international level are decided on at Members Meetings. Contact and 
consultation between the office staff and members takes place regularly, at meetings, 
through activities, by telephone, fax and letter and during visits to the office and 
networking trips. There are also a number of regional and international networks and 
organisations with whom we have close links, share information and organise activi- 
ties. 


The Coordination Office of the Women’s Global Network for Reproductive Rights has 
carried out a large number of activities over the past years. Among others: a Campaign 
for the Prevention of Maternal Mortality and Morbidity, publication of a Newsletter, 
a Campaign for a stop to the research on anti fertility ‘vaccines’, regional seminars, 
international meetings and conferences, documentation and information exchange, 
advocacy and solidarity actions. 


